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Wide margin of safety Benzedrine 
Inhaler, N.N.R., is strikingly effective in reducing 
the congestion accompanying head colds, allergic 
rhinitis and sinusitis, but it does not give rise 

to any significant degree of secondary turgescence, 
atony, or bogginess, when used as directed. 


Each Benzedrine Inhaler is packed with racemic amphetamine, S. K. F., 
250 mg.; menthol, 12.5 mg.; and aromatics. 


Benzedrine Inhaler 
a meona off socal meditatiad 


Smith, Kline & French Laboratories, Philadelphia, Pa. 
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BALYEAT 
HAY FEVER 48> ASTHMA 
CLINIC 


De VOTED EXCLUSIVELY ¢ the DIAGNOSIS 
and TREATMENT ALLERGIC DISEASES 


OSLER BUILDING::: 
OKLAHOMA CITY OKLAHOMA 


A COLLECTION SERVICE DEDICATED TO... 
The Medical Profession... Hospitals 


ALL MONEY IS PAID DIRECT TO THE CREDITOR 


A record of twenty-eight years service to Doctors, Clinics and Hospitals insures a kindly and understanding 
service to your debtors. . . . Since all money is paid to you, you are still guardian of your accounts and all monies. 

. . You pay us commission only on such amounts as are paid you . . . . Won't you please write for a list of 
our Doctor and Clinic clients and enlist our help, while the time for collections is opportune? 


READING &€ SMITH SERVICE BUREAU 
COMMERCE BUILDING KANSAS CITY 6, MISSOURI 


ALCOHOL— BARBITAL 


ADDICTIONS Successtully Treated Since 1897— 
Founded by B. B. Ralph, M.D. 


White for description 
The Ralph Sanitarium 


529 Highland Ave. Kansas City, Mo. 
Telephone—Vlctor 4850 


Registered by the Council on Medical Education and Hospitals 
of the A. M. A. 
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than the menopause nor the use of natural estrogens for 


true replacement therapy. Amniotin, a complex of natural 3 


estrogens, has a seventeen year record of safety and effectiveness 


in the menopausal syndrome. A wide range of forms and 


potencies permits notable flexibility and precision in dosage. 


The objective of using “the minimum dosage at the longest possible 
intervals compatible with control of symptoms” is readily attained. 
Once symptoms are controlled parenterally, the patient may be 
easily maintained orally on a gradually reduced dosage. Amniotin 


is highly purified, standardized in International Units. 


1, Watson, B. P:: J. Clin, Endocrinology 4:571 (Dec.) 1944. 
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Young Man in White 


@ You may call him an “interne,” but in 
name and in fact he’s every inch a doctor. 

He has his textbook education... his 
doctor’s degree. But, in return for the 
privilege of working side by side with the 
masters of his profession, he will spend a 


R. J. Reynolds Tobacco Company, Winston-Salem, N. C. = 


year—more likely two—as an active mem- 
ber of a hospital staff. 

His hours are long and arduous... his 
duties exacting. But when he finally hangs 
out his coveted shingle in private practice 
he will be a doctor with experience! 


According to a 

recent independent 

nationwide survey: 

More Doctors 
Smoke Camels 


than any other cigarette 
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IT'S no trouble to remember the name of a friend... the street 
where you live . . . a favorite restaurant, clothier, druggist. These 
names are important; YOU DEPEND UPON THEM. 


In professional life, also, a man remembers the names which play 
an important role: interesting patients, colleagues of consequence, 
medications you rely upon day after day—AND THE NAMES OF 


THEIR MANUFACTURERS, 


Dorsey is one of the names you can count upon—a name to 
remember. For Dorsey (until recently Smith-Dorsey) has been making 
reliable pharmaceuticals for the medical profession since 1908. 
Dorsey products are backed by the Dorsey laboratories—fully 
equipped, capably statied, following ricidly standardized testing 
procedures throughout. 


Dorsey is a name you can depend upon... 


THE SMITH-DORSEY COMPANY 
LINCOLN, NEBRASKA 
DALLAS, TEXAS LOS ANGELES, CALIF, 
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When protamine zinc insulin treatment is 
complicated by post-prandial hyperglycemia, 
nocturnal insulin reaction, protamine sensitivity, 
or other difficulties, a change to Globin Insulin 
often results in the desired improvement. The 
change is achieved in three steps: 


I. THE INITIAL CHANGE-OVER DOSAGE: The first 
day, 30 minutes or more before breakfast, give 
a single dose of Globin Insulin, equal to 12 the 
total previous daily dose of protamine zinc 
insulin or of protamine zinc insulin combined 
with regular insulin. The next day, dose may 
be increased to 24 former total. 


2. ADJUSTMENT TO 24-HOUR CONTROL: Gradually 
adjust the Globin Insulin dosage to provide 
24-hour control as evidenced by a fasting blood 
sugar level’ of less than 150 mgm. or sugar-free 
urine in the fasting sample. 


to 
BIN INSULIN 


3. ADJUSTMENT OF DIET: Simultaneously adjust 
carbohydrate distribution of diet to balance 
insulin activity; initially 2/10, 4/10 and 4/10. 
Any midafternoon hypoglycemia may usually 
be offset by 10 to 20 grams carbohydrate at 
8 to 4 p.m. Base final carbohydrate adjustment 
on fractional urinalyses. 


Most mild and many moderately severe cases 
may be controlled by one daily injection of ‘Well- 
come’ Globin Insulin with Zinc. Vials of 10 cc.; 
40 and 80 units per cc. Developed in The Well- 
come Research Laboratories, Tuckahoe, New 
York. U.S. Pat. 2,161,198. Literature on request. 


‘Wellcome’ Trademark Registered 


‘WELLCOME’ 
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A FOOD FOR 
INFANTS 


OHIO 


NAT ona POUNP 


The well nourished baby is more resistant to the common ills of 
infancy. Moreover it is during that all-important first year of life 
that the very foundation of future health and ruggedness is laid. 
Similac-fed infants are notably well nourished; for Similac provides 
breast milk proportions of fat, protein, carbohydrate and minerals, 
in forms that are physically and metabolically suited to the infant’s 
requirements. Similac dependably nourishes the bottle fed infant 
— from birth until weaning. 


A powdered, modified milk product especially prepared for infant feeding, made 
from tuberculin tested cow’s milk (casein modified) from which part of the butter 
fat is removed and to which has been added lactose, olive oil, cocoanut oil, corn oil 
and fish liver oil concentrate. 


AMERICAN 
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ASSN 


+ 


DIETETIC LABOR. 
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HUMAN MILK 


FORIES, INC. © COLUMBUS 16, OHIO 
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THINK THE PATIENT 
and YOURSELF 


With but one injection you can accom- 
plish the effectiveness of eight. Admin- 
ister the contents of one cartridge (1 cc.) 
of Penicillin in Oil and Wax and the 
patient has received 300,000 units of 
penicillin. 


By using the cartridge, the physician can 
avail himself of the economical plastic 
syringe that can be thrown away after it’s 
used. Or, just as time and trouble-saving 
—use the Metal Cartridge Syringe and 
get the most out of this new therapy. 


PENICILLIN IN OIL AND WAX Bristol 


(Romansky Formula ) 


BRISTOL 


INCORPORATED 


Main Illustration: The 
Metal Cartridge Syringe with 
cartridge inserted. Smaller 
lustration: The B-D* Dispos- 
able Cartridge Syringe with 
cartridge inserted. Inset at 
right shows separate cartridge 
with special stopper which 
permits aspirating test. 


*Trade mark, Reg. U.S, Pat. Off., 
on, Dickinson & Co. 


LABORATORIES | SYRACUSE I, NEW YORK 
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New hope for thousands of children languishing under the social 

and educational handicaps imposed by petit mal is offered by Tridione, 

a product of Abbott research which has been proved effective in the 
treatment of numerous petit mal cases in which other forms of medication 
were unsuccessful. For example, in one group of 50 patients subject to 
frequent petit mal, myoclonic or akinetic seizures not helped by previous 
treatment, Tridione eliminated the seizures in 28 percent, reduced them 
to less than one-fourth of the usual number in 52 percent, and caused little 
or no change in 20 percent.1 In several cases the seizures once stopped 
did not return when medication was discontinued. Tridione also has been of 
value in the treatment of certain psychomotor cases when used in com- 
bination with other medication.? You may obtain Tridione in 0.3-Gm. capsules 
in bottles of 100 and 1000. If you wish literature on Tridione, we shall be 
pleased to send it to you. Annotr Lanoratorirs, North Chicago, Illinois. 


REG. U.S. PAT OFF. 


Tridione 


ABBOTT) 


1. Lennox, W. G. (1945), Petit Mal Epilepsies: Their Treatment with Tridione, J]. Amer.’Med. Assn., 129:1069, Dec. 15. 
B. DeJong, R. N. (1946), Effect of Tridione in the Control of Psychomotor Attacks, J. Amer. Med. Assn., 130:565, Mar. 2. 


. Dawn of new hope in petit mal..- 
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Growing children require vitamin D 
mainly to prevent rickets. They also 
need vitamin D, though fo a lesser 
degree, to insure optimal develop- 
ment of muscles and other soft 


MILK DIFFUSIBLE 


tissues containing considerable 
amounts of phosphorus . . . Milk is 
the logical menstruum for adminis- 
tering vitamin D to growing children, 
as well as to infants, pregnant 


VITAMIN D 


women and lactating mothers. This 
suggests the use of Drisdol in 
Propylene Glycol, which diffuses 
uniformly in milk, fruit juices and 
other fluids. 


i 5 D L IN PROPYLENE GLYCOL 


TRADEMARK REG. U S. PAT. OFF & CANADA 7 
Brand of Crystalline Vitamin D, (calciferol) from ergosterol 


PREPARATION 


WINTHROP 


Average daily dose for infants 2 drops, for 
children and adults 4 to 6 drops, in milk. 


CHEMICAL 


COMPANY, 


Pharmaceuticals of merit for the physician +> New York 13, N.Y. + Windsor, Ont. 


Available in bottles of 5, 10 and 50 ce. with spe- To 
cial dropper delivering 250 U.S.P. units per drop. 
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herapy with the Sulfonamides 


In 1937 sulfanilamide was introduced into general clinical use. During the 
next six years sulfapyridine, sulfathiazole, sulfadiazine, and sulfamerazine 
followed in rapid succession. The vast clinical literature which has accumu- 
lated in the interval has been carefully organized and condensed by the Lilly 
Research Laboratories into an eighty-three-page book entitled Therapy with 
the Sulfonamides. A bibliography of 323 references is included. The discus- 
sion is divided between systemic and local administration. Many helpful 
charts, including ‘Sulfonamides in Order of Choice for Systemic Use,” 
“Dosage of Sulfonamides for Adults,” and ‘“‘Dosage of Sulfonamides for 
Infants and Children,” are included. Request a free copy of Therapy with the 
Sulfonamides from the Lilly medical service representative or direct from 
Indianapolis. Sulfonamides, Lilly, for systemic and local administration are 
provided in a complete variety of dosage forms, subject to your specifications. 


Lilly 


Eli Lilly and Company, Indianapolis 6, Indiana, U.S.A. 


.. Forprempt but short hypnosis 


Because of its satisfactory therapeutic index, 
‘Seconal Sodium’ (Sodium Propyl-methyl-carbinyl 
Allyl Barbiturate, Lilly) has found favor as a seda- 


tive and hypnotic in pediatric practice, obstetrics, 
and surgery. For cases in which a rapid-acting 
barbiturate is indicated, ‘Seconal Sodium’ may be 
employed with a high degree of safety and with 
the assurance that undesirable side-effects will be 
negligible. 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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A picture of The Good Samaritan provided the inspiration that 


ILLUSTRATION BY ARTHUR SARNOFF 


Even during his infrequent intervals of relaxation the 
physician’s professional services are likely to be in 
demand. Young athletes require care that only a com- 
petent authority can provide. Prompt attention to a 
bruised knee, a sprained wrist, or a twisted ankle may 
prevent serious damage. And so it is that the physician 
often may be found in the stands at a baseball game, in 
the gallery at a tennis match, or on the bench at a foot- 
ball contest, prepared for any emergency that may arise. 

The manufacturer of drugs and medicines also ren- 
ders a service peculiar to him alone. During ordinary 


times his task is none too difficult, but he must be 
prepared to meet any emergency. In times of stress, 
production must be increased, distribution accelerated. 
During the recent horrifying crisis that engulfed the 
world, demand for new and better biological agents, 
improved pharmaceuticals, and blood plasma reached 
an unprecedented high. Eli Lilly and Company is proud 
of the fact that it was able to respond to wartime 
demands in full measure, without imposing serious 
inconvenience on civilian physician, pharmacist, or 
patient. Remaining shortages are rapidly disappearing. 


eventually led to the founding of Eli Lilly and Company 
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HAZARDS IN THE UTILIZATION OF METALLIC EXTERNAL 
SKELETAL FIXATION IN THE TREATMENT OF FRACTURES* 


Mather Cleveland, M.D. 
New York City 


One of the manifestations of the machine age that 
has invaded the medical field is the use of various 
metallic gadgets devised to reduce fractures and 
maintain their reduction. The salesmen who demon- 
strate these varying apparatuses work on dry bones 
which have been appropriately fractured by an 
osteotome. The doctors at every medical convention, 
large or small, are shown how a few simple twists of 
the side arms will bring the bones out to length 
and by rotation the fragments will slide gracefully 
into position. It’s a pretty sight and it’s so simple 
that anyone can do it. So why hesitate? The in- 
vestment of $1000 or so in the necessary equipment 
is small compared to the boon about to be conferred 
on suffering humanity. 

It's so plausible and so utterly simple working on 
that dried bone, but let’s see what may happen when 
the dried bones have a blood supply, a periosteal 
envelope, are surrounded by living contracting mus- 
cles with nerves and blood vessels adjacent and an 
overlying skin and subcutaneous tissue. In other 
words, is the gadget the answer to the doctor's prayer 
in the treatment of fractures? 

The Medical Department of the U. S. Army, 
through its medical supply, purchased an unknown 
but vast quantity of these external fixation jobs and 
the Hospital Corps of the U. S. Navy went off the 
deep end in recommending an apparatus of this sort 
by name. This naval recommendation found its way 
very promptly into one of the weekly news maga- 
zines early in the war. The follow-up studies on this 
critical survey are still to be published, I believe. 


Some well known orthopedists prior to our entry 
into the war issued a report on some 60 odd patients 
treated by external skeletal fixation in a hospital in 
Britain. Later and more prolonged observation of 
these patients, who were still under treatment when 
our Army surgeons arrived, failed to corroborate the 


"Presented before the 87th annual session of the Kansas Medical 
Society, Wichita, Kansas, April 24, 1946. 


enthusiastic report. Many of the fractures were un- 
united and there was a high incidence of infection. 

The experience in the Army with these methods 
of external skeletal fixation was not a happy one. 
Delayed union and pin ‘hole infection occurred in a 
very high percentage of the fractures so treated. 
Soldiers treated by these means overseas and returned 
to the Zone of the Interior with pins incorporated 
in circular plaster of paris splints, arrived with 
ulcers leading down to the bone,—ring sequestra re- 
sulted and often frank osteomyelitis. The pins were 
found extending into joints or transfixing muscles 
and tendons and even major peripheral nerves with 
resulting paralysis. Pins which transfixed muscles 
and tendons caused pain, preventing the patient from 
moving the adjacent joints, and hence defeated one 
of the purposes of this form of treatment, which is 
presumably early motion. Foot drop was not infre- 
quently seen, due to insertion of the pin through 
peroneal nerve branches. One general hospital re- 
ported three fractures in which gangrene of the ex- 
tremity occurred, necessitating amputation of the leg. 
This was due to perforation by the pin of a major 
blood vessel. 

The complications and risks involved were so 
great that these gadgets were peremptorily removed 
from all outlying hospitals and used only in a few 
carefully selected cases in the large fracture centers 
where the expert fracture surgeons were on duty. 

In the European Theatre of Operations, the only 
excuse for the use of this external fixation apparatus 
was on a severe compound fracture with large loss 
of bone and soft tissue. In such a case it was very 
occasionally employed for a period of three weeks 
while a pedicle skin graft was in process of growing 
from the donor to the recipient site. Once the graft 
had taken, skeletal traction in balanced alae 
was used to hold the fracture: - 

In the treatment of simple fractures, the execu 
metallic skeletal fixation means a continuing com- 
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pounding of the fracture or bone 
with its ever present possibility of 
infection. The prolonged use of 
the apparatus in treatment of com- 
pound fractures practically precludes 
the possibility of converting the 
fracture into a simple one by de- 
layed primary closure of the wound. 

With this preliminary survey of 
the set up, I should like to submit 
a few cases in evidence. Most of 
these came to our orthopaedic serv- 
ice at St. Luke’s Hospital after they 
had gotten into trouble. One of 
them owes her trouble to us. In 
one instance we used the apparatus 
to achieve our purposes, realizing 
its dangers, and obtained a good 
result. There are two soldiers from 
one of our Army General Hospitals 
who were treated by this method. 

CASE No. 1. (See Figure 1). 
M.P., Orthopaedic Service, St. Luke’s 
Hospital, N. Y. C. This patient sus- 
tained a fracture of the lower ex- 
tremity of left tibia and fibula, me- 
dial and lateral malleoli, and pos- 
terior tibial articular surface, so 
called “tri-malleolar fracture,” 3 
February 1936. Treated at another 
hospital by insertion of Steinman 
pins through the lower end of tibia 
and the os calcis incorporated in 
plaster of paris. 

One year later the patient was 
seen by a member of our ortho- 
paedic service with sinuses at site 
of both pins, a suppurative arthritis 
of the talocalcaneal joint and a sup- 
purative osteomyelitis of the os 
calcis. Surgical drainage was secured 
by two operations. The wounds did 
not heal until December of 1940, 
almost four years after the fracture 
was sustained. After healing, the 
disability was marked because of 


Figure 1. A. Roentgenograms, 13 February 
1937, showing an anteroposterior and lateral 
view of the ankle and rear foot. Pin holes are 
obvious in the tibia and os calcis. Destruction 
of the subtalar joint and definite osteomyelitis 
of the tibia and os calcis may be seen. 


B. Roentgenograms, 30 November 1942, show 
surgical fusion of the ankle joint, spontaneous 
fusion of the subtalar and midtarsal joints. 
Although the process has been healed, evi- 
dence of residual osteomyelitis of the tibia and 
os calcis is apparent. 


C. Anteroposterior and lateral roentgeno- 
| ge of the foot and ankle, April 1946, show- 
ng complete obliteration of all joints of the 
foot and ankle—an extremely unfortunate 
outcome. 
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equinus and the gradual destruction of the ankle 
joint. A wedge osteotomy of the ankle joint was 
performed and a stable weight bearing foot with 
20 to 25 degrees of equinus secured in 1942. In 
August of 1943, almost seven and a half years after 
the original fracture, this patient had healed her 
wounds. There was spontaneous fusion of the joints 
of the tarsus. There remains a crippling disability. 

In this instance, a simple fracture was compounded 
for a long period and infected, with a disastrous re- 
sult, because of external skeletal fixation inadvisedly 
chosen as a means of treatment and utilized by a 
physician who was not technically competent. The 
pin driven through the tibia was almost through the 
fracture site. The os calcis, originally intact, became 
the site of a destructive osteomyelitis. 

The original roentgenograms are in the archives 
of the first hospital. I should think that an open 
reduction and fixation of the posterior tibial frag- 
ment with one or two screws should have resulted 
in healing of the fracture and return of function 
within four to six months. 

CASE No. 2. (See Figure 2.) M.R., Orthopaedic 
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Service, St. Luke’s Hospital, N.Y.C. This patient 
sustained a severe fracture at the right ankle, a so- 
called “tri-malleolar” type, 8 February 1945. Re- 
duction and external fixation was attempted at an- 
other hospital by Steinman pins through the t‘bia 
and os calcis for counter traction. These we.c in- 
corporated in plaster. This method failed to secure 
reduction of the posterior tibial articular surface. 
Twelve days later the patient was seen by a mem- 
ber of our staff and he decided to gamble on getting 
a good ankle joint by changing the type of fixation. 
The pins were withdrawn. There was no apparent 
infection and an open reduction was performed with 
internal fixation of lateral malleolus and posterior 
tibial lip by vitallium screws. One year later the 
patient has a perfect ankle with fractures healed 
eight to ten weeks after the operation. 

In this instance external skeletal fixation was 
poorly chosen and failed to secure reduction. The 
prompt shift to internal fixation averted a certain 
painful ankle with limited motion and the possibility 
of infection through prolonged compounding. Such 
a shift in treatment has its dangers and the situation 


Figure 2. A. Anteroposterior and lateral roentgenograms of the right ankle showing the original fracture with marked displacement, 


28 February 1945. 


B. Anteroposterior and lateral roentgenograms of the right ankle, 28 February 1945, showing reduction obtained by pins inserted in 
the tibia and os calcis. The lateral view reveals the posterior tibial fragment still displaced upward un-reduced. 
C. Anteroposterior and lateral roentgenograms of the same ankle, 22 March 1945, one month after open reduction and fixation with 


vitallium screws. Reduction is complete. 


: D. Anteroposterior and lateral roentgenograms of the ankle 2 October 1945, seven and one-half months after open reduction and internal 
fixation. Fracture entirely healed. A complete and perfect restoration of the ankle joint. 
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would have been much less complicated had the 
external skeletal fixation not been employed. 

CASE No. 3. (See Figure 3.) M.O., Orthopaedic 
Service, St. Luke’s Hospital, N.Y.C. February 1945. 
Admitted one month after injury. This patient sus- 
tained a fracture of both calcanei. An external fixa- 
tion apparatus was applied to each with a pin driven 
through each os calcis and the tibia above for counter 
traction. This was performed at ancther hospital. 
The pin holes on the right leg all showed evidence 


cf suppuraticn cne month later. The tibial pin holes 
on the left leg at this time showed granulation tissue 
but no frank suppuration, and these healed unevent- 
fully with wet dressings after removal of the pins. 
The right foot was seriously infected with a suppure- 
tive arthritis of the talocalcaneal and ankle joints, 
requiring incision and drainage and application of 
plaster of paris circular splint. The wounds hea!ed 
seven months later. 

The end result in this case, two years after injury, 


Figure 3. A. Lateral roentgenogram, 22 December 1943, of the right foot after wounds had healed. Pin hole through the os calcis is 


plainly visible. Profound atrophy of all bones of tarsus is obvious. 
shows healing osteomyelitis. 


The ankle and subtalar joints show erosion of cartilage. The os calcis 


B. Lateral roentgerograms of right foot, 7 December 1944, a'most two years after the injury. Destruction of ankle and subtalar joints 


is even more obvious. The disuse atrophy has cleared up. 


C. Lateral roentgenogram of the left foot, 7 December 1944, two years after injury, showing a slightly flattened os calcis, all joints of 
tarsus and ankle are normal. The foot narrowly escaped the fate of the right foot. 


“0 the pins been left in another week or ten days, there would probably have been a situation similar to that encountered on the right 


The original roentgenograms which are the property of the suzgeon who inserted the pins are not available for this presentation. 


Figure 4. A. Roentgenogram of a fracture of tibia and fibula, 28 March 1940, with a Stei pin the knee joint. 
B. Anteroposterior and lateral roentgenographic views of the spontaneous fusion of this knee joint, 8 yteieras 1941, ten months later. 


It should be noted that the fibular fracture is healed. 
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is a painful right foot with disability, due to com- 
plete loss of motion at ankle and tarsal joints. 

This was a simple fracture compounded and in- 
fected by use of external skeletal fixation—an avoid- 
able surgical disaster. Neither of these fractures was 
originally serious enough to warrant such treatment. 
Fractures of the os calcis with minimal displacemeni 
do extremely well with bed rest without fixation. 
If there is residual pain after healing, due to changes 
in the subtalar joint, a subtalar arthrodesis should be 
performed. 


CASE No. 4. (See Figure 4.) F.D., Orthopaedic 
Service, St. Luke’s Hospital, N.Y.C. This patient rep- 
resents as bizarre an application of the use of extra- 
skeletal traction and fixation as one could hope to 
see. In March of 1940 he sustained a fracture of the 
tibia and fibula of the spiral type. At another hos- 
pital one Steinman pin was placed in the os calcis 
and a second one through the upper tibia, supposedly, 
but actually it was driven through the knee joint by 
a thoroughly incompetent physician who had no 
training in bone and joint surgery. As a result of 
this malpractice, there developed a staphylococcus 
suppurative arthritis of the knee joint. The patient 
became very ill with 105 degrees of temperature. A 
member of our orthopaedic service was called after 
the damage was done. Incision and drainage and re- 
moval of the pin was performed and the knee joint 
progressed to solid bony ankylosis. 

Six years later this patient is still having an oc- 
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casicnal flare-up with an abscess to be drained. 

This is a flagrant example of a potentially dan- 
gerous procedure utilized by an ignoramus, with dis- 
aster to the patient. This is a heavy price for any 
patient to pay. 

Five years later patient was seen for incision and 
drainage of an abscess at the knee. 


CASE No. 5. (See Figure 5.) E.M., Orthopaedic 
Service, St. Luke’s Hospital, N.Y.C. Automobile ac- 
cident 1930. Patient sustained a badly comminuted 
displaced fracture of left femur, 11 October 1930. 
Approximately three weeks later, external skeletal 
fixation was applied by two Steinman pins through 
the fracture site and two through the upper shaft 
of the femur, incorporated into two side arms. The 
fracture was reduced and in fact distracted. Osteo- 
myelitis developed. Three operations were performed 
to remove sequestra and improve drainage. This 
fracture healed with malunion and a stiff knee. 

The patient is rated as a total disability by the 
insurance company which was liable for this claim. 
She was under treatment for six years. Had she 
been treated by skeletal traction through the upper 
tibia or by Russell traction, a far better result would 
certainly have been achieved. 

This is an illustration of a poor choice of treat- 
ment. External skeletal fixation was employed in a 
fracture which did not lend itself to that form of 
treatment. Steinman pins which traverse the fracture 
site invite infection in the devitalized tissue. The 


Hg wh 5. Be an ae 11 October 1930, shows a lateral view of fracture of femur with marked comminution and displacement. 


930, with fracture reduced and maintained by external skeletal fixation— three weeks later. 


am Roentgenogram, 28 October 1931, one year later, showing abundant callus. Pin holes still visible. Several obvious sequestra may be 


tt 4 Roentgenogram, 8 January 1935, four and one-half years after injury. Femur healed and united with malunion obvious. The stiff knee 


joint does not show. 


: 
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surgeon who treated this patient has long since aban- 
doned the use of external metallic skeletal fixation 
in the treatment of fractures. 

CASE No. 6. (See Figure 6.) T.C., Orthopaedic 
Service, St. Luke’s Hospital, N.Y.C., 1936. This pa- 
tient sustained a simple fracture of the right femur 
and a severely comminuted fracture of the right tibia 
extending into the knee joint—a coasting accident. 
This was treated by a Steinman pin and traction 
through the lower tibia. A dry gangrene of the leg 
below the knee developed and the patient and his 
family blamed this on the treatment used in this case. 

The leg had to be amputated at the knee and a 
Gritti Stokes amputation was performed. Pathologi- 
cal examination revealed that the anterior and pos- 
terior tibial vessels were divided by the original in- 
jury. 

This is an instance in which the pin fixation was 
unjustly blamed for a situation in which irreparable 
damage had been done to the main blood vessels. 
The surgeon here had to be extricated by the path- 
ologist from a situation into which he placed him- 
self by driving a pin through the lower tibia. The 
loss of the leg was inevitable following the injury 
sustained to the blood vessels. 

CASE No. 7. (See Figure 7.) A.S., Orthopaedic 
Service, St. Luke’s Hospital, N.Y.C. At seven years 
of age, on 1 March 1934, the patient was struck on 
right leg by a box thrown from a truck. He sus- 
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tained a serious fracture at the ankle with displace- 
ment through the tibial epiphyseal line. There was 
a fracture of the fibula above the malleolus. A closed 
reduction secured adequate re-position of the frag- 
ments. The patient was discharged from hospital two 
days later in a plaster boot. 

The second admission to hospital on 25 January 
1940 showed three-fourths inch shortening of right 
tibia with varus deformity of the foot. Patient was 
then 13 years of age. 

Since there was a medial bowing of the tibia and 
an obvious overgrowth of the lower fibular epiphysis 
and none at the lower tibial epiphysis, a wedge os- 
teotomy was performed and a bone graft was in- 
serted into the divided tibia to swing it into proper 
position. A plaster of paris circular splint was ap- 
lied from toes to groin. This operation failed utterly. 
The deformity recurred. 

The patient was re-admitted March 1941. Two 
Steinman pins were inserted below the deformity 
and two above in the tibia. The tibia was divided 
and pulled out to length, correcting the deformity. 
Chips from the ilium were inserted into the defect. 
Plaster of paris splint was applied over the pins. In 
three to four months an infection was noted. The 
tibia was pulled to length and united, but ring se- 
questra had developed. 

27 December 1941—sequestrectomy was per- 
formed. 


Figure 6. A. Anteroposterior roentgenogram of the right femur showing a fracture at the junction of upper and middle third. 
B. Anteroposterior roentgenogram of the right leg shows knee joint and severely comminuted fracture of the tibia entering the joint. 
C. Roentgenogram showing an anteroposterior view of the Gritti Stokes amputation stump. No fixation was utilized on this other than 


a firm bandage. An excellent end bearing stump was secured. 
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Figure 7. A. Anteroposterior and lateral roentgenograms of right ankle, 1 March 1934, showing fracture of shaft of fibula and tibia 
extending across the tibial epiphyseal plate. : 

B. Anteropesterior roentgenograms of ankle, 25 January 1940, six years later, showing arrest of growth to right tibial epiphysis with varus 
deformity due to persisting growth of the fibular epiphysis. The contrast with the normal ankle joint shows this obvious difference. . 

C. Anteroposterior roentgenogram, 16 April 1941, of the ankle joint and tibia with external skeletal fixation and correction of deformity 
by osteotomy and insertion of iliac bone chips. Two pins through the tibial shaft above and two below the osteotomy site. f 

D. A lateral roentgenogram, 11 August 1941, shows the healed osteotomy with ring sequestra in both the two lower tibial pin holes. 

E. Anteroposterior roentgenograms, 2 December 1941, of the right tibia and fibula following sequestrectomy, showing healing of the 
osteotomy and also of the osteomyelitis. : 

F. Anteroposterior and lateral roentgenograms, 19 October 1943, of tibia and fibula and ankle joint, showing complete healing of 
asteotomy and osteomyelitis with correction of deformity. Eight and one-half years after the injury. 
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February 1944—excision of scar and pedicle graft 
from the calf of opposite leg. 

Correction of deformity was achieved—osteomy- 
elitis resulted, necessitating sequestrectomy and pedi- 
cle skin graft. Final result is excellent. 

This is shown as an illustration of the use of extra- 
skeletal fixation where it is necessary to correct de- 
formity and secure lengthening of bone. It also 
shows the hazards of osteomyelitis which necessitated 
additional operative treatment, a perfect example of 
ring sequestrum due to torsion, traction and the 
trauma of drilling the bone. 

CASE No. 8. (See Figure 8.) T/Sgt. J. S. Jeep 
_ accident 21 May 1945. Fracture of left femur, com- 
minuted, compound. Fracture of right femur, simple. 
Peroneal palsy. Bilateral plaster of paris spica was 
applied. Removed at another hospital 2 June with 
transfusions and dressing of wounds. Arrived at a 
west coast Army General Hospital 24 June. Severe 
posterior angulation of both fractures. Skeletal trac- 
tion was applied, utilizing 20 to 25 pounds weight. 
Left femur showed improved position, but right did 
not. The patient developed haematuria with pain in 
right flank, then symptoms suggesting gall bladder. 
He was placed in hip spica for transfer to an eastern 
Army General Hospital and was admitted there 5 
August 1945. Wound on left thigh draining pro- 
fusely. No evidence of union of left femur. Right 
thigh also showed a granulating wound with no evi- 
dence of unicn of the fractured femur. Skeletal trac- 
tion in balanced suspension was reinstituted. The 
left femur was readily reduced once more, but the 
right femur was unaffected, so an apparatus for ex- 
ternal skeletal fixation and reduction was applied, 
utilizing three screws in the distal and three in the 
proximal fragment. Satisfactory reduction of the 
fracture was obtained. An abscess of left thigh was 
drained 28 August. Penicillin was administered dur- 
ing the patient’s entire hospital stay. 

The external skeletal fixation apparatus was re- 
moved 26 October and patient was transferred to 
another Army General Hospital because the hospital 
at which he was being treated was closing. For this 
transfer a bilateral plaster of paris spica was em- 
ployed. At this final hospital both fractures were 
found to be infected and drained profusely. The 
right showed profuse drainage from all the sinuses 
which marked the sites of insertion of the screws. 
Healing has progressed very slowly, but it is taking 
place. 

This patient with one compound fracture of the 
femur, had the second femur compounded and in- 
fected by the use of an external skeletal fixation ap- 
paratus. He should have done infinitely better had 
he been promptly placed in skeletal traction with 
balanced suspension and not evacuated so far and 
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so frequently until some union of these fractures had 
taken place. 

CASE No. 9. (See Figure 9.) J.L., Captain. Pa- 
tient sustained a simple spiral fracture of the shaft 
of the right humerus while playing baseball, 20 July 
1942. He was admitted to nearby Army General 
Hospital, where metallic external skeletal fixation 
was employed to reduce and maintain reduction of 
the fracture. On inserting the pins through the dis- 
tal fragment, difficulty was experienced in the in- 
sertion of the second pin, which was found later to 
impinge upon the first pin in the distal fragment. 
Although this fracture healed without symptoms, 
the roentgenograms showed progressive aseptic ne- 
crosis in and around the two distal pin holes. This 
aseptic necrosis was thought to have been due either 
to electrolytic action of the metals or to the heat 
caused by the friction of the contacting pin points 
at the time of insertion. This is an illustration of 
aseptic necrosis which failed to develop infection be- 
cause the pins were removed within eight weeks. 
This is not usually the situation in the lower ex- 
tremity and infection is more apt to intervene be- 
cause of the much longer period of time during 
which the pins are employed. This fracture would 
originally have been much more easily treated by an 
open reduction and the insertion of one or two vi- 
tallium screws across the fracture line. 


COMMENTS 

A series of nine patients has been presented to 
show some of the complications which must be ex- 
pected if external skeletal fixation is employed in 
the treatment of fractures. Infection is chiefly to be 
feared and six of these patients had osteomyelitis, 
suppurative arthritis, or ring sequestra. The pro- 
longed suppuration for six years in two patients and 
seven and a half years in another, makes this par- 
ticular complication one to be dreaded by the doctor 
and the patient alike. 

The various types of external skeletal fixation are 
by no means simple to apply, nor should they be in 
the hands of any but the most experienced fracture 
surgeons. The pin thrust through the knee joint is 
evidence of forgotten anatomy and an attempt to 
substitute a gadget for brains. 

Most of the bone and joint surgeons who have 
tried this method of fixation of fractures have dis- 
carded it because of the complications I have shown. 
These have occurred when the treatment was in the 
hands of competent men. When these gadgets are 
utilized by surgeons with less training, the incidence 
of complications rises sharply. This was seen in our 
Army Medical Corps to such an extent that the use 
of these external skeletal fixation apparatuses was 
prohibited in all but a few special instances. 

A simple fracture, if adequately reduced, will heal 
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better and with less chance of complications than been compounded by the surgeon for varying periods 
will a compound fracture. of time with resulting infection. Four of these led 
I have shown five simple fractures which have _ to disastrous results and the fifth is not yet healed. 


Figure 8. A. Anteroposterior roentgenogram, 29 September 1945, of right femur with the external skeletal fixation apparatus in place. 
The fracture is definitely reduced. 


m Pec: maa and lateral roentgenograms, 23 January 1946, of the left femur, eight months after injury. Position is fair. Callus is 
undant. 


C. Anteroposterior and lateral roentgenograms, 23 January 1946, of the right femur after removal of the apparatus. This is eight months 
after injury. The screw holes are very evident. 
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Figure 9. A. Roentgenogram, 17 July 1942, showing lateral view of the fracture. ' 
i Roentgenogram, 29 August 1942, showing fracture reduced with the external fixation apparatus and the pins in the lower fragment 
readily visible. Six weeks after injury. 

B. Roentgenograms, 10 October 1942, anteroposterior and lateral view of the humerus showing the fracture healed with the pin holes 


readily visible and dense sclerosis of bones surrounding them. Almost four months after injury. : 
C. Final roentgenogram, 2 December 1942. Anteroposterior and lateral views of the shaft of the h show fracture solidly healed. 
A little under six months after injury with the aseptic necrotic changes still visible in the distal fragment. 
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PANCREATIC LITHIASIS 


Edward H. Fischer, M.D.* 
Kansas City, Kansas 


Published cases of pancreatic lithiasis are slowly 
increasing in number. Approximately 220 have been 
reported since de Graaf's original description of this 
disease in 1667. We add the following to this grow- 
ing list: 

C.W., a 36-year-old white male, was first admitted 
to the University of Kansas Hospitals in July, 1944 
complaining of recurrent attacks of abdominal pain 
and diabetes. He stated that he was last perfectly 
well eight years prior to admission. At this time, 
following a three-day drunk, he became ill with 
nausea, vomiting and severe epigastric pain. Later 
the pain became localized in the right lower quad- 
rant of his abdomen. An appendectomy was done 
the following day. He stated that his surgeon told 
him he had a ruptured appendix. His convalescence 
was uneventful. He got along fairly well then until 
two years later when he began having recurrent 
attacks of severe, sharp, epigastric pain which radi- 
ated through to his back. These attacks came on 
about five minutes after meals, lasted about 30 
minutes, and were accompanied by nausea and vomit- 
ing. The vomiting frequently relieved the severe 
pain. The vomitus contained partially digested food 
and bile. There was no hematemesis or melena. 
There was no food dyscrasia. On three occasions he 
passed very foul-smelling, light-colored, fatty stools. 
He stated that he had two or three such attacks over 
a period of three or four days and then would be 
quite well again for several weeks or months. 


About four years after the onset of his illness, 
the patient developed a more severe attack of ab- 
dominal pain, accompanied by constipation, severe 
protracted vomiting, and abdominal distention. He 
was not relieved by gastric suction; therefore, an 
exploratory laparotomy was done. This, he was told 
revealed obstruction of the small intestine due to 
adhesions. 

During the following two years he developed the 
typical symptoms of diabetes mellitus. This diag- 
nosis was proved by laboratory examination. 

One month prior to his admission here, his attacks 
of pain became more severe and also more frequent 
so that during that menth he had from three to four 
attacks every day, some of which required morphine 
for relief. There was no jaundice or fatty stools at 
this time. 

Past history revealed that he had the usual] child- 
hood diseases without complicaticns. He had quinsy 
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once and had several broken bones—all bones were 
broken by severe trauma. 

The symptom review added nothing except that 
he was a heavy smoker and that he used alcohol 
excessively. Many of his attacks of pain were pre- 
cipitated by alcoholic sprees. 

There was no family history of diabetes mellitus. 

Physical examination showed a well developed, 
well nourished white male of the stated age. Eyes, 
ears and nose were normal. The mouth showed high 
grade oral sepsis and dental caries. The tonsils were 
small and equal in size. The anterior tonsilar pillars 
were injected. There was bilateral anterior cervical 
lymphadenopathy. The thyroid was normal to pal- 
pation. Both lung fields were clear to auscultaticn 
and percussion. The heart was not enlarged and no 
murmurs were heard. The blood pressure was 
120/80. There was tenderness to deep palpation in 
the epigastrium. Carnett’s sign was negative. There 
were no masses and no rigidity. A healed right later- 
al rectus surgical incision was present. The extremi- 
ties were normal except for slight deformity due to 
the old healed fractures. The reflexes were physio- 
logical. 

Laboratory examination showed normal urine ex- 
cept for small amounts of sugar in some specimens. 
The red blood count was 4,720,000, hemoglobin 
90 per cent, white blood count 12,900, and the 
differential count was normal. Blood chemistry was 
as follows: Cholesterol 307 mg. per cent, N.P.N. 23 
mg. per cent, serum amylase 98 mg. per cent, blood 
sugars varied from 111 mg. fasting to 222 mg. per 
cent postprandial. Gastric analysis showed hypo- 
acidity. 

X-ray examination of the gastro-intestinal tract 
showed a moderate pylorospasm and irritability but 
no deformity of the duodenum. No segmentation 
was seen in the small intestine. The colon was 
normal. 

At the time of this examination the X-ray showed 
numerous small opacities in the upper mid abdomen. 
Subsequent films localized these two to three cm. 
anterior to the twelfth dorsal and first lumbar verte- 
brae. The calcified deposits were irregular in out- 
line, multiple and formed a cast of the entire pan- 
creas. No other X-ray or laboratory examinations 
were done at this admission. 

He was dismissed on a 125-75-75 diet and 30 
units of protamine zinc insulin. 

In December 1945, the patient returned to this 
hospital. During the interval he had been fairly well. 
His teeth has been removed and he had had another 
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exploratory laporotomy for symptoms of intestinal 
obstruction. His doctor told him that his pancreas 
was “stony hard” and that he had many intestinal 
adhesions. 

Physical examination at this time showed no 
marked change over that done previously. 

Laboratory examination was as follows: Urine, 
normal except for finding sugar occasionally; Rbc. 
3,810,000, Whc. 15,600, hemoglobin 75 per cent, 
differential count normal; serology negative; blood 
cholesterol 236 mg. per cent, calcium 12.5 mg. per 
cent, phosphorus 5.6 mg. per cent., N.P.N. 25 mg. 
per cent, creatinine 1.2 mg. per cent, serum amylase 
48 mg. per cent; stool fat determination—19.3 per 
cent weight of total fat, 6.3 per cent weight of free 
fatty acid, 6.1 per cent weight of neutral fat, 6.9 per 
cent weight of soap fat; gastric analysis normal; 
blood sedimentation rate 10 mm. in one hour by the 
Cutler method. X-ray examination showed some in- 
crease in the number of stones in the head of the 
pancreas; the gastro-intestinal series and gall bladder 
visualization were normal. 

The patient's diet was increased to carbohydrates 
200, fats 70, proteins 65. With this, it was necessary 
to increase his insulin to PZ 10-0-0 and crystaline 
30-0-0. This indicated that there was no marked 
increase in the severity of his diabetes. 

The pictures below are reprints from the X-ray 
plates taken on this patient. 

DISCUSSION OF THIS DISEASE 

The deposition of calcareous material in the pan- 
creas is now recognized as one of the causes of 
acute or chronic abdominal pain and diabetes melli- 
tus. Therefore, the ante-mortem diagnosis of this 
condition becomes much more important than for- 
merly thought. 

The etiology of this disease is not known. Several 
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theories have been advanced, none of which is 
entirely satisfactory. Two facts stand out: first, 
pancreatic stones are composed largely of tri-basic 
calcium phosphate and calcium carbonate with 
smaller amounts of organic tissue debris. Normal 
pancreatic juices do not contain calcium. It is known 
that many patients, like our patient, have repeated 
attacks of acute pancreatitis before calcium deposits 
are visible on an X-ray film. Therefore, it is postu- 
lated that through recurrent inflammatory reactions 
in the pancreas, the chemical composition of pan- 
creatic secretions is altered and calcium deposits 
subsequently appear in the ducts and pancreatic 
parenchyma. 

Other theories are (1) regurgitation of bile into 
the pancreatic ducts, (2) metaplasia of the epitheli- 
um of the ducts with resulting obstruction and pan- 
creatitis, (3) desquamated, cornified epithelium pro- 
ducing nidus for stone formation. Chronic alcohol- 
ism occurs in a very high percentage of patients with 
this disease. 

The pathogenesis of the disease is thought to be 
that of repeated attacks of varying severity of acute 
pancreatitis resulting in interacinar and interstitial 
fibrosis and the formation of stones in the pancreatic 
ducts. These stones then obstruct the ducts, resulting 
in dilation and thickening of the duct walls with 
atrophy of the acinar tissue. Then, as the disease 
progresses further, the islets of Langerhans are af- 
fected and diabetes results. The time required for 
calcareous change is not known. 

The true incidence of the disease is undetermined. 
Undoubtedly many cases have been overlooked in the 
past. Only 100 cases were reported from 1667 to 
1925. Since then at least 120 additional cases have 
been reported, indicating not an increase in the inci- 
dence of the disease but a more careful search for the 
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disease. There is no race predilection. Men are af- 
fected more frequently than women, in a ratio of 
two to one. The age incidence varies from six years 
to 72 years, with an average age of 43 years in 26 
cases reviewed. 

The clinical picture varies somewhat, yet the case 
reported here is quite typical. Pain is the outstand- 
ing and most constant finding; it occurs in 60 to 70 
per cent of all patients with this disease. It is of two 
types. Severe coliky pains simulating renal or gall 
bladder colic is the most common. It often has a 
direct relationship to overindulgence in food, particu- 
larly fatty foods and alcohol. It is not accompanied 
by fever, abdominal muscular rigidity or adom‘nal 
tenderness as is the pain due to pancreatitis, unless 
it persists, in which event pancreatitis is associated 
with the colic. Vomiting may occur. The other type 
of pain is that due to acute pancreatitis. Many pa- 
tients have recurrent attacks of acute pancreatitis 
before stones are visible on the X-ray film. The coliky 
pain is usually epigastric in location and tends to 
radiate to the left and through to the back. 

Fatty diarrhea is very common, as is creatorrhea. 
Over 50 per cent of the patients show this finding 
sometime during the course of the disease. It does 
not bear any particular relationship to the severity 
of the disease but depends on the location of the 
calcareous deposits. If these are in the large ducts 
and of sufficient size to cause complete obstruction, 
then steatorrhea results. Later as the stone is passed 
or edema of the duct disappears so that pancreatic 
juices again reach the gut, the stools become normal. 
Fatty diarrhea occurs commonly after bouts of colic. 
With complete destruction of acinar tissue or com- 
plete and permanent obstruction of the ducts of 
Wirsung and Santorini, steatorrhea and creatorrhea 
become constant and permanent, thus simulating 
sprue. 

Diabetes mellitus occurs in about 50 per cent of 
these patients. At least three per cent of the pan- 
creases of diabetics examined at autopsy show 
stones. Weight loss occurs very commonly. 

Motor disturbances of the stomach and small in- 
testine occur frequently. They may be of the hypo 
or hypermotility type, sometimes simulating peptic 
ulcer. Repeated attacks of nausea and vomiting are 
not uncommon. Secretory disturbances may occur 
as a result of disturbances of gastric motility. The 
motor disturbances of the G.I. tract are probably 
due to a nerve reflex mechanism. 

Hepatic enlargement is present occasionally. It is 
thought to be due to involvement of the islet tissue 
with diminution in lipocaic secretion and fatty de- 
generation of the liver. 

Ascites, edema and jaundice occur but these are 
uncommon. The latter may be due to a small stone 


passing into the common bile duct and producing 
transitory obstruction at the sphincter of Oddi. 

Stones have eroded into the duodenum, produc- 
ing duodenal hemorrhage with fatal result. Stones 
have also been passed in the stool. 

Infections, particularly tuberculosis, frequently 
complicate the disease. 

The laboratory findings vary greatly from patient 
to patient and from time to time. Elevated blood 
sugars and diabetic glucose tolerance curves are seen 
in those who develop diabetes. Increased serum am- 
ylase and lipase occur in acute pancreatitis. A de- 
crease in pancreatic enzymes occurs with obstruction 
cf the large pancreatic ducts. Increased fat and pro- 
tein in the stools run parallel with the decrease in 
pancreatic juices. 

The typical and pathognomonic finding in the 
disease is the demonstration of calcareous deposits 
in the pancreas. This is best done by X-ray. Anterio- 
posterior and lateral views should be made of this 
region of the abdomen. The stones are usually dense, 
sharply outlined, multiple, and are grouped on both 
sides of the vertebral column. They are usually con- 
fined to an area bounded above by the upper level 
of the first lumbar or twelfth dorsal vertebrae and 
below by the lower border of the third lumbar verte- 
bra. In the lateral projection they lie 2-3 cm. an- 
terior to the spine. A duodenal tube in place helps 
locate the stones more accurately. 

Four types of stones have been described by 
Gillies. They are (1) multiple irregular calculi 
(most common), (2) single calculi (rare), (3) mul- 
tiple faceted stones resembling gall stones, (4) large 
fragmented stones which form a virtual cast of the 
pancreas. 

The diagnosis then depends primarily upon the 
history and the X-ray findings. The later obviously 
is the most important. Surgical exploration is not 
needed to verify the diagnosis. 

The differential diagnosis is not difficult. Clini- 
cally one should think of this disease in any patient 
who gives a history of recurrent or chronic upper 
abdominal pain, particularly if that pain is just to 
the left of the midline and associated with diabetes. 
The pain does not often localize in the right upper 
abdomen or radiate to the right scapula as does pain 
due to gall-bladder disease. The pain does not radiate 
into the lower abdomen or genitalia as in renal colic. 
The lack of food relief and alkali relief are points 
against peptic ulcer. These do not help in differen- 
tiating pylorospasm. Sprue need hardly be considered 
in the differential diagnosis, since pain, diabetes and 
pancreatic lithiasis do not occur in this disease. 

Roentgenological examination affords the best 
means of study. As stated, anterio-posterior and lat- 
eral views should be taken. Gallbladder visualization 


should be done to exclude gallbladder disease and 
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cholelithiasis, particularly when the stones are of the 
multiple facet-shaped type. 

Intravenous pyelograms will help to rule out calci- 
fication in a horseshoe kidney. Usually a flat K.U.B. 
plate will visualize the kidneys satisfactorily. 

Calcified abdominal lymph nodes are usually para- 
vertebral in location, tend to be larger, and occa- 
sionally form a longitudinal chain along the course 
of the ureters. A solitary calcified lymph node high 
in the mid-abdomen may cause a real problem in 
differential diagnosis. 

Calcification in the splenic artery does not cause 
any great difficulty in diagnosis. The splenic artery 
lies obliquely, high in the upper left abdomen. This 
is not the anatomical location of the pancreas. The 
calcification has the appearance of a tortuous tube. 
The phenomenon occurs in older individuals. 

Calcification in the abdominal aorta need hardly 
be mentioned. This occurs as small irregular plaques 
located longitudinally over the vertebral bodies and 
usually runs the entire course of the abdomen and 
chest. A duodenal tube in place will often help to 
accurately localize the anatomical position of the 
calcareous material in the upper abdomen. 

The gastrointestinal tract should be examined for 
disturbances in acid secretion and motility. 

Occasionally pancreatic cysts occur as part of the 
disease. When present they often produce distortions 
of position and shape of the stomach and duodenum. 
One should be certain that the gastrointestinal tract 
is free of barium when making studies of the pan- 
creas itself. 

The therapy is not obvious. The diabetes should 


be treated in the usual manner. Focal infection should 
be eliminated and if the patient is an alcoholic, th’s 
should be corrected. The administration of lipocaic 
with choline and Brewer's yeast are indicated if def- 
inite liver degeneration is present. 

Many patients have had various procedures per- 
formed on them with varying results. Removal of 
a single or multiple stones confined to a small part 
of the pancreas is advisable if the patient is having 
symptoms that warrant surgical interference. Such 
symptoms are severe intractable pain, recurrent at- 
tacks of pancreatitis, or obstruction of the large pan- 
creatic ducts with steatorrhea. Surgical interference 
is not warranted unless the patient is having the 
above symptoms or unless steatorrhea is present and 
the surgeon can remove stones from the large ducts. 
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PRE- AND POST-OPERATIVE PARENTERAL THERAPY 
Graham Owens, M.D.* 


Kansas City, Missouri 


In the last few years there have keen many con- 
tributions to our knowledge of pre- and post-opera- 
tive parenteral therapy. The new solutions available, 
and the revived interest in post-operative salt in- 
tolerance warrant a review of this subject. An attempt 
will be made to consider these new solutions, and 
to explain the concept of post-operative salt intoler- 
ance. We also wish to review and simplify the es- 
sentials of fluid and electrolyte balance physiology 
without entering upon the complex details of physio- 
logical and physical chemistry. In order to do this, 
it is obviously necessary to sacrifice at times strictly 
scientific accuracy for the sake of clarity. 

In the pre- and post-operative period the patient 
may have need for any cne of several of the follow- 


ing: 


*From the Department of Surgery, St. Margaret's Hospital, Kan- 
sas City, Kansas. 


1. Cells 

Electrolytes 

Water 

Plasma 

Adjustment of acid-base balance 
Caloric intake to maintain metabolism 
Vitamins 

These needs should not be met by guess work, but 
by sensible utilization of the clinical and laboratory 
aids at our disposal: 

1: We must consider the present and past nutri- 
tional status of the individual. Has he been taking 
adequate food, fluid, and vitamins by mouth? Is he 
thirsty? Is his skin dry? Is the output of ur'ne ade- 
quate? 

2. Complete blood count 

3. Hematocrit—normal 46 per cent 


MAW RYN 


e 


OCTOBER, 1946 


if high—hemoconcentration 
if low—hemodilution or microcytosis 
4, Urinalysis—the specific gravity is of particular 
importance. (Urine concentration tests are an easy 
and reliable estimate of kidney function. ) 
5. Serum protein determinations 
6. N.P.N., chlorides and CO? combining power 
7. Accurate intake and output records 
It should be our aim to keep all these factors as 
near normal as possible. It must be emphasized, 
however, that the blood chemistry findings may ap- 
proach normal while the patient's fluid and electro- 
lyte balance are completely abnormal. The clinical 
condition of the patient is, in the last analysis, the 
most important factor. 


PHYSIOLOGY 

There are two great fluid compartments of the 
body: 
A. Intracellular water—SO per cent of body weight 
B. Extracellular water—25 per cent of body weight 

1. Circulatory fluid 

2. Interstitial flu‘d 

Distribution of the fluid and electrolytes between 
these compartments is largely regulated by the phe- 
nomena of osmosis and the Donnan equilibrium. 
Osmosis so regulates materials on either side of a 
permeable or semipermeable membrane that they 
tend to reach an equilibrium of concentration on 
both sides of the membrane. Capillary endothelium 
and cell walls are selective semipermeable mem- 
branes. The filtration pressure of the blood stream 
tends to force fluid and electrolyte from the circula- 
tory to the interstitial compartment. The osmotic 
pressure exerted by serum proteins tends to counter- 
balance this and keep fluid in the circulatory com- 
partment. Ions tend to reach an equal concentraticn 
on either side of a semipermeable membrane. The 
capillary endothelium is normally not permeable to 
serum proteins. Under normal conditions they re- 
main in the circulatory compartment and so tend to 
hold water there., If they fail, or escape from the 
circulation, osmotic pressure falls’ and electrolyte 
-earing fluid leaves the circulatory to enter the inter- 
stitial reservoir with the production of edema. 

There is a delicate distribution of water and ions 
in the compartments. Water can pass readily into 
and out of the cells. The potassium ion is confined 
to the intracellular fluid. The sodium ion is in the 
extracellular fluid and it cannot permeate the cell 
membrane. Sodium and potassium tend to reach 
ionic equilibrium on either side of the cell mem- 
brane. Sodium passes readily from the interstitial to 
the vascular compartment and is also excreted in 
certain amount by the kidney. 

The concentration of extracellular sodium regu- 
lates the degree of cellular hydration. If extracellular 
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scdium falls, the cells will take cn water to lower the 
intracellular potassium concentration to equal that of 
sodium in the extracellular compartment. If the 
extracellular sodium rises, water leaves the cells to 
concentrate intracellular potassium until this equals 
the inonic concentration of sodium in the extracellu- 
lar compartment. This gives cellular dehydraticn, 
and it is this process which is partially responsible 
for the phenomena of post-operative salt intolerance. 

WATER LACK. Simple water deprivation or loss 
gives a dehydration of all fluid compartments and is 
characterized by: thirst, dry skin and tongue, oliguria, 
rising urine specific gravity (provided we have kid- 
neys capable of concentrating well), slight hemo- 
concentration, rising N.P.N. In this situation the 
extracellular electrolyte (sodium) ccncentration 
rises. This draws water from the cells. However, 
normal kidneys should regulate the concentration of 
sodium, and if this is too high they excrete excess 
sodium to conserve intracellular water. Actually the 
kidneys do this, but water loss exceeds electrolyte 
excretion and the body in general remains dehy- 
drated. Clinical dehydration, if the kidneys approach 
normal function, is accompanied by some degree of 
electrolyte depletion. Water loss or deprivation is 
therefore to be relieved by the administration of 
water and hypotonic electrolyte solution. 

SALT LACK OR LOSS. Salt has great water bind- 
ing power. Loss of salt results in extracellular dehy- 
dration with resultant cellular hydration, reduced 
plasma volume and hemoconcentration. It gives gen- 
eralized weakness and an upset acid-base balance. It 
is not characterized by thirst nor relieved by water. 
Salt solution must be supplied to replace the elec- 
trolyte lack. 

EXCESS HYDRATION. This can occur only in 
the pressure of depressed renal output. All body 
cells swell giving water intoxication which some- 
times results in convulsions, muscular tremors and 
generalized cerebral depression. 

EXCESS SODIUM CHLORIDE. In the absence 
of gross loss of salt, the administration of excess so- 
dium chloride may give salt and water retention with 
cellular dehydration. Sodium chloride solution re- 
mains extracellular where the electrolyte concentra- 
tion is increased, and this causes an egress of water 
from the cells. The kidneys should excrete the ex- 
cess sodium chloride to preserve cellular water, but 
this they often fail to do, particularly in the period 
of post-operative suppression of renal function. This 
retention of sodium chloride and water can be much 
aggravated by a low serum protein which allows 
water and electrolyte to accumulate in the interstitial 
fluid compartment producing clinical or subclinical 
edema. 


SHOCK. The present day conception of shock is 
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that it represents a type of peripheral circulatory 
failure characterized by progressive reduction in cir- 
culating blood volume due to increased capillary 
permeability. There is a loss of protein bearing fluid 
from the circulatory compartment with lowered 
serum protein and raised interstitial protein. This 
brings about reduced blood volume and a hemocon- 
centration with reference to the cellular elements of 
the blood. Hematocrit and red blood cell count 
values rise. In shock we can readily have the estab- 
lishment of a vicious circle, loss of blood volume— 
decreased peripheral circulation—capillary anoxia— 
further increase in capillary permeability—more 
plasma and electrolytes into the tissue spaces— 
further loss of blood volume. 

Thus people in simple shock (without hemor- 
rhage) need plasma and fluid to replace their lost 
or inactive circulatory fluid. Oxygen is of great value 
in combating capillary anoxia. Fluid alone is of only 
temporary value, for, in the face of a deficient and 
falling serum protein it will escape from the circu- 
latory compartment. 

Burn shock presents practically the same problem 
except that it gives an actual loss from the body of 
plasma protein, fluid and electrolytes. Later the de- 
velopment of anemia probably caused by toxic factors 
may in severe cases require transfusion. Some work- 
ers now feel that whole blood should be given to the 
exclusion of plasma in all cases with severe burns. 
We feel that both are usually needed, and that by 
carefully watching the red blood count and the hema- 
tocrit we can give plasma when it is needed and 
whole blood when it becomes necessary. 

The dosage of plasma and electrolyte should be 
adequate to restore and maintain normal blood 
pressure, hematocrit and cell count, and establish an 
adequate urinary output. Rules of thumb have been 
shown to be inaccurate in certain instances, and in 
all cases the clinical condition of the patient and his 
status as regards the simple laboratory determinations 
should govern dosage of parenteral material. How- 
ever, it is said that in shock the administration of 
100 cc. of plasma for every point the hematocrit ex- 
ceeds 45 per cent or 50 cc. for every point the hemo- 
globin is above 100 will usually suffice. 

HEMORRHAGE. In hemorrhage there is a loss 
of all elements of the circulatory fluid compartment. 
Water is taken into the circulatory fluid in an effort 
to maintain the circulating blood volume. This gives 
hemodilution with a fall in the hematocrit, lowered 
cell count, and oliguria with rising urinary specific 
gravity. Eventually capillary anoxia ensues and al- 
lows increased capillary permeability with escape of 
plasma to the tissue spaces. Therapy should be in- 
stituted before this happens so oxygen is again im- 
portant. In the treatment of hemorrhage, our course 
is more clearcut than in other situations. Blood is 
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easily available and should be given in quantity suf- 
ficient to approximate normal values. A hematocrit 
below 30 or a red blood cell count below three mil- 
lion is an indication for transfusion regardless of 
other factors in the condition of the patient. 

WATER REQUIREMENTS. 1. We must replace 
already depleted body fluids. Many patients are de- 
hydrated when we first see them. The patient who 
is clinically severely dehydrated is estimated to have 
lost or to be deficient to six per cent of his body 
weight. If we estimate his weight at 60 kilograms, 
we arrive at a 3600 cc. deficit which must be re- 
placed in addition to supplying the daily need. 
Enough water should be given to allay thirst and 
lower the urine specific gravity to about 1.018. 

2. There must be a daily replacement of SENSI- 
BLE loss of fluid. 

A. Urine—the normal kidney in a healthy adult 
which is capable of concentrating to 1.030 must 
excrete 600 cc. of urine daily to remove the normal 
waste products of metabolism. Post-operative tis- 
sue breakdown and fever increase the waste, and 
the kidneys may not be able to attain a specific 
gravity of 1.030 so we attempt to give enough 
water to assure a daily output of 1250 to 1500 cc. 
of urine. 

B. Other drainage must also be replaced— 
vomitus, gastric suction fluid, biliary drainage, 
fluid from blood loss, etc. 

3. We must replace the INSENSIBLE loss by 
perspiration and respiration which is estimated at 
2000 cc. daily and this will always increase with 
fever and heat. 

Coller’s old rule for water replacement was as 
follows: Replace the sensible loss with isotonic sa- 
line solution; replace insensible loss with water and 
glucose; for each 100 mgm per cent that the plasma 
chlorides are below normal give 0.5 gm. NaCl per 
kilogram of body weight, and also provide 5.0 gm. 
total NaCl daily for maintenance. The latter has 
been found unnecessary because the ability of the 
kidneys to conserve sodium chloride is practically 
perfect. 

Coller has retracted the above plan because he 
finds that it gives an excess of salt, and he has re- 
cently described the picture of post-operative salt 
intolerance. This is characterized by weakness, dis- 
Orientation, nausea, vomiting and distension accom- 
panied by a rising N.P.N., lowered COz combining 
power in the face of constant blood chloride level. 
Accumulation of electrolyte bearing fluid in the 
serous cavities of the body may also take place. I 
think we have in years passed all seen this train of 
events, failed to recognize it and continued to add 
insult to injury by further administration of salt so- 
lution in an effort to restore the chemistry to nor- 
mal. 
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The overload of sodium chloride in the post-opera- 
tive period gives a hypertonicity with a shift of 
water from the intra to the extracellular fluid space. 
If post-operative fluid needs are supplied with iso- 
tonic saline solution, there will be approximately 
two liters of fluid transferred from the intra to the 
extracellular space. This situation is presumably 
caused by post-operative suppression of renal func- 
tion due to anesthesia, shock, anemia, anoxia, and 
possible edema of the kidney itself. 

Dr. Coller now recommends the following pro- 
cedure for the regulation and supply of the need for 
water: 

1. Supply enough water to allay thirst and main- 
tain specific gravity of the urine below 1.020 with 
a daily volume of 1250 cc. to 1500 cc. 

2. Give no sodium chloride in the first 48 post- 
operative hours except enough to replace the sensi- 
ble extracellular fluid loss volume for volume with 
HYPOTONIC solutions (0.5 per cent NaCl forti- 
fied with 50 gm. of dextrose per liter or 1.38 per 
cent NaCl plus 0.11 NaHCOs). 

3. After the firsts 48 hours give one liter of 
Ringer's solution daily in excess of the above volume 
for volume replacement of sensible extracellular fluid 
loss. 

For the last several years we have followed this 
general scheme. We have noticed a marked improve- 
ment in the general well-being of our patients since 
we abandoned the use of normal saline in the post- 
operative period. It has been of particular satisfac- 
tion in cases of gastric or intestinal resection. If sa- 
line is withheld, our anastamoses begin to function 
practically immediately, and we have never seen a 
serious disturbance of electrolyte balance in the early 
post-operative period. 

PROTEIN NEEDS AND NITROGEN BALANCE 

Plasma protein is essential in maintaining adequate 
osmotic pressure in the circulatory compartment. If 
the plasma protein level is low, any one or several of 
the following frequent complications may ensue: 

1. Decreased intestinal motility and distention 
probably due to edema of the bowel wall. 

2. Retarded wound healing. 

3. Depressed renal function. 

4. Decreased resistance to infection due to edema 
and to the fact that the antibodies are carried by the 
globulin fraction. 

5. Decreased liver resistance to toxins. 

6. Delayed emptying of anastamoses. 

7. Increased incidence of bed sores. 

8. Delayed callus formation in fractures. 

9. Increased incidence of thrombosis. 

10. Generalized debility, anorexia and slow re- 
covery of strength. 

With these potentialities in mind, it follows that 
the plasma protein determination should be as much 
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a part of the pre-operative laboratory routine as the 
blood count and urinalysis. 

In medical patients as well as in the pre- and 
post-operative cases we must beware of pre-existing 
protein nutritional deficit, lack of protein due to 
inability of some to take sufficient food by mouth, 
and loss by drainage, albuminuria and bleeding. Sur- 
gical prcedures increase both the loss and the lack 
of protein. There is post-operatively an increased 
breakdown of protein, increased nitrogen excretion 
and decreased nitrogen intake. There often is liver 
suppression which interferes with proper utilization 
of amino acids and protein. 

The clinical manifestations of depleted body pro- 
tein (weakness, edema, anorexia, hypoproteinemia ) 
are really late signs. If the serum protein level is 
low, we have already a severe deficit in the fixed 
tissues. Even this sign may be masked by the hemo- 
concentration of dehydration. The body attempts to 
maintain plasma protein at the expense of tissue pro- 
tein. A loss of one gram of plasma protein indi- 
cates a loss of 30 grams of protein from the fixed 
tissues. For this reason, it often takes a tremendous 
increase in protein intake over a long period of time 
to restore both fixed and circulatory protein to nor- 
mal. 

Plasma given intravenously will replace lost or 
deficient serum protein, but it must be hydrolyzed 
to amino acids before it can be utilized to rebuild 
tissue protein. This is a slow process, if it occurs at 
all. The amino acids are the building blocks of pro- 
tein, and we can now give them intravenously. These 
preparations have been practically reaction-free and 
will maintain positive nitrogen balance. A patient is 
in nitrogen balance when the intake is equal to the 
output, and in positive nitrogen balance when the 
intake is more than the output. 

There are two outstanding products at present in 
the parenteral amino acid field. Parenamine 
(Stearns) is a 15 per cent solution of amino acids 
derived from the acid hydrolysis of casein and forti- 
fied with tryptophane. It provides 60 calories per 
100 cc. Parenamine is supplied in 100 cc. stoppered 
bottles, the contents of which are added to our regu- 
lar intravenous glucose solutions. Amigen (Mead 
Johnson) is supplied as a five per cent solution of 
amigen powder in five per cent glucose solution. 

Dosage of parenteral amino acids: The follow- 
ing will keep most patients in positive post-operative 
nitrogen balance: One gram of amino acids (Ami- 
gen or Parenamine) per kilo per day and 400-600 
cc. 15 per cent solution (Parenamine) per day. 

(60-90 grams amino acids per day ) 

(8-12 grams Nitrogen per day ) 

2-3 liters five per cent Amigen with five per cent 
glucose per day. 
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The dosage must be individualized and larger 
quantities given to those who are severely depleted, 
dehydrated, or in those who are losing large quanti- 
ties of nitrogen through urine or serous exudates. 

If the caloric intake in the form of carbohydrate 
is not sufficient for body requirements, our amino 
acids will be deaminated and used as carbohydrate. 
It is possible then to fail in maintenance of nitrogen 
balance in spite of giving seemingly adequate 
amounts of amino acid or protein. The caloric sup- 
ply, exclusive of that derived from amino acic's, 
must be kept above basal level if our amino acids 
are to be used for tissue metabolism. We give encuzh 
carbohydrate to satisfy the caloric nel, deposit gly- 
cogen, spare protein and replace fat in the liver. 


CALORIC REQUIREMENTS 

Two to three thousand calories per day should te 
provided the patient in the pre- and post-operative 
period. It is important to remember that caloric 
needs are increased by fever, and by the demands of 
wound healing. We should bear in mind the caloric 
values of the solutions we administer and chocse 
that soluticn or solutions which most nearly will 
approach the current need. 

It is well to remember that 50 cc. of 50 per cent 
glucose provides only 100 calories and so is insuf- 
ficient alone as a source of carbohydrate in the pre- 
and post-operative period. The yield of 1000 cc. of 
10 per cent glucose is approximately 400 calories. 
An amount of 1000 cc. of 5 per cent Amigen in 5 
per cent glucose solution gives 385 calories; 100 
cc. of Parenamine give 60 calories. It has now been 
adequately shown that alcohol added to our solutions 
enhances the carbohydrate caloric value and also pro- 
vides a frequently desirable sedative effect. Alcohol 
contains about eight calories per cc. It can be added 
to intravenous glucose solutions to make a 5 per cent 
solution of alcohol, thereby adding some 400 calories 
per liter of solution. This has been a very successful 
and practical way of increasing the caloric supply 
and is harmless if the solutions are administered 
slowly enough to avoid intoxication. A total of 1000 
cc. of 10 per cent glucose with 5 per cent alcohol 
will give an intake of approximately 800 calories. 


VITAMIN REQUIREMENTS 

There are now available for parenteral use many 
fine vitamin preparations. We attempt to provide 
an excess of each over the daily requirement. All 
operative patients should be considered at least 
mildly deficient in vitam’ns. The preparation which 
we use can be added to any of the intravenous solu- 
tions given to maintain fluid, electrolyte and caloric 
intake. It contains thiamine 10 mg., riboflavin 10 
mg., pyridoxine HCl 5 mg., calcium pantothenate 
50 mg., and nicotinamide 250 mg., in a 5 cc. am- 
poule which is added directly to our other solutions. 


It has been shown that a large percentage of the 
population is deficient in vitamin C which is essen- 
tial to proper collagen formation. Consequently we 
attempt to provide from 500 to 800 mg. of ascorbic 
acid daily either parenterally or by mouth in the 
pre- and post-operative period. This is added, with 
our B complex preparations to the bottles of glucose 
soluticn. 

Vitamin K is necessary for the formation of pro- 
thrombin tut is not absorbed properly when there 
is a defi icncy of bile pigment in the intestine. This 
deficiency occurs particularly in the presence of ob- 
structive jaundice. Vitamin K can be given by 
mouth provided dessicated bile is also given by 
mouth. We prefer to use the parenteral preparations 
either ‘ntravenously or intramuscularly as they seem 
to more surely and quickly return the prothrombin 
time to normal. No set dosage can be designated. 
Enough must te given to restore the prothrombin 
time to normal before operation. It is most im- 
portant to continue Vitamin K in the post-operative 
period also. Despite the apparent operative relief 
of mechanical common duct obstruction, there is 
frequently edema which for some time prevents bile 
pigment from entering the intestinal tract, and pa- 
tients usually do not take much by mouth imme- 
diately following biliary tract operations. A pro- 
thrombin time restored to normal before operation 
may, in the absence of the continuation of Vitamin 
K administration, again fall to a dangerous level. We 
have once seen the development of a large hematoma 
some days after the removal of a common duct stone 
when the continued administration of Vitamin K 
was overlooked in the writing of the post-operative 
orders for the patient. 

ROUTE OF ADMINISTRATION 

Any of the solutions can be given intravenously. 
This route provides a convenient, rapid and moder- 
ately comfortable infusion. We would like to warn 
against the dangers of repeated attempts to admin- 
ister a venoclysis to the seriously ill patient. Such 
patients are quite often made most uncomfortable, 
exhausted and even thrown into shock by multiple 
attempts at venipuncture. The introduction of the 
needle should be undertaken with as much care as 
possible, and once introduced should be so fixed that 
it will not come out. We prefer to use the veins of 
the hand and forearm rather than the larger veins of 
the anti-cubital fossa, because if the latter are util- 
ized the patient is unable to flex the elbow without 
dislodging the needle. If forearm and hand veins 
are used, and the needle properly fixed, the patient 
may be allowed sufficient movement of the arm to 
greatly enhance his comfort. 


The use of the conventional arm board must be 
condemned. If the proper veins are entered, a loose 
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“reminder” bandage about the wrist and fixed to 
the bedsprings will assure adequate immobilization. 
If possible, infusions should be started and com- 
pleted during the day—don’t keep the patient awake 
and uncomfortable the entire 24 hours. 

When undertaking procedures which are time 
consuming such as colectomies or those which may 
involve unexpected and severe hemorrhage such as 
difficult nephrectomies, it is Our practice to intro- 
duce a 15 gauge cannula ‘into the greater saphenous 
vein at the ankle before operation. This procedure 
often avoids serious and potentially fatal situations 
at the operating table. Anticipation undoubtedly 
saves many lives. Should something serious develop 
in the course of an operation, one can rapidly sup- 
ply through the cannula any needed quantity of 
blood or plasma. This is often a source of great 
satisfaction to the surgeon who finds himself in a 
difficult predicament. We have drilled small holes 
through the hubs of our cannulas so that they can be 
sutured to the skin besides being tied into the ve n. 
With this added precaution, the patient can freely 
move his leg about, turn over in bed, and sit up 
without fear of becoming disconnected from his 
source of fluid. The cannula also saves the discom- 
fort of repeated veni-puncture. The long saphenous 
vein can almost always be readily visualized and it 
is very constant in location just mesial to the internal 
malleolus. 

For some time we have also utilized the intra- 
muscular injection of our fluids. Saline, five per 
cent glucose, vitamins and diluted solutions of the 
amino acids may be given by this route. It is not 
suitable for more concentrated glucose or amino acid 
solutions. A long needle is introduced deep beneath 
the fascia lata on the lateral aspect of the thigh. The 
solution will be absorbed about as rapidly as it can 
be given intravenously through a 21-gauge needle, 
and patients never complain of any appreciable dis- 
comfort. 

In view of the adequacy of the intramuscular route 
we have abandoned the more slow and painful sub- 
cutaneous administration of fluid and feel that it 
should no longer be used. 

The adm‘nistration of a hypodermic of morphine 
a half hour before starting infusions of blood or 
fluid has been shown to greatly reduce the chance 
of reactions and should be a routine procedure. 


INTAKE AND OUTPUT RECORD 

Every chart of a patient undergoing a serious op- 
eration and involving the administration of paren- 
teral fluid should have a separate fluid balance sheet. 
Many types of such records have been devised and 
almost all are adequate. The intake-output record 
should be computed from 6 A.M. to 6 A.M. so that 
the completed fluid balance sheet for the previous 24 
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hours is available when morning ward rounds are 
made. This will allow the program for the next 
24 hours to be laid out accurately. If the totals are 
made to midnight, as is the routine in some hospitals, 
we ate from 8 to 12 hours behind on the record 
when we see the patient in the morning. 


It is imperative that the nurses be impressed with 
the necessity for keeping accurate intake and out- 
put records. The attending physician must first 
display some real concern about the matter before he 
can expect the nurses to be interested in the prob- 
lem. 

We have not used the pectin and gelatin soluticns 
which have been mentioned in the literature. If 
plasma, blood and amino acids are as readily avail- 
able as is now the case, there seems little reason to 
resort to gelatin, pectin or other less natural prepara- 
tions. 


ACID-BASE BALANCE 

It is obvious that what has been said of electrolyte 
balance depends in large part upon the presence of 
adequate kidney function. If the principles dis- 
cussed above are adhered to, acid-base balance will 
cause no great problem. It is important, when the 
post-operative N.P.N. value begins to rise abruptly, 
to increase the quantity of glucose and water that is 
given in an effort to increase the output of urine. 
One again must beware of giving saline solution in 
excess of the plan as recently described by Coller. 
Saline may cause edema of the kidney with further 
depression of the renal function. If we simply sup- 
ply the water and glucose, the kidneys continue to 
play their part as filters and the increased urine out- 
put will automatically carry off the excess products 
of nitrogen metabolism. It must also be remembered 
that a sufficiently high blood pressure must be main- 
tained to supply the necessary filtration pressure for 
the formation of urine. 


SUMMARY 

It is now possible to provide parenterally practic- 
ally all needs for fluid, calories, nitrogen, vitamins 
and minerals. The nutritional status of the patient 
may be maintained for weeks at a time while he is 
unable to take fluid or food by mouth. In meeting 
these needs we should utilize the laboratory aids at 
out disposal but should be guided even more by the 
clinical condition of the individual patient. It is 
essential to allay thirst and provide an adequate urine 
output of proper specific gravity. 

Administration of excesses of sodium chloride, 
particularly in the period of postoperative suppres- 
sion of renal function, frequently leads to cellular 
dehydration and the clinical picture of postoperative 
salt intolerance. Coller recommends that no sodium 
chloride be given in the first 48 postoperative hours 
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except to replace sensible fluid loss with hypotonic 
electrolyte solutions. 

Maintenance of protein levels both in the fixed 
tissues and in the circulatory compartment is essen- 
tial and may now be accomplished readily by the use 
of parenteral amino acids. These are practically 
reaction free and will maintain nitrogen balance ade- 
quately. We have used them in large quantity for 
several years without serious reaction. The amino 
acids have undoubtedly done much to improve the 
nutritional status of our surgical patients. 

Caloric intake in the form of carbohydrate must 
be provided or body protein and administered amino 
acids will be utilized to meet the ordinary daily 
energy requirements. Caloric intake can be fairly 
accurately computed since one gram of glucose yields 
approximately four calories. 

All the solutions can be given intravenously and 
the use of a cannula in the greater saphenous vein 
is frequently helpful. The intramuscular route be- 
neath the fascia lata is preferred to subcutaneous in- 
fusion. 

An accurate intake-output record is essential in 
all cases requiring any amount of parenteral feed- 
ing. Acid-base balance presents no great problem 
if the scheme advocated by Dr. Coller is used, pro- 
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vided kidney function approaches normal and the 
blood pressure is high enough to maintain filtration. 
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Approximately 300 nurses from all sections of the 
country were recruited by the American Red Cross in 
August for poliomyelitis service in a dozen states, it was 
announced recently at national Red Cross headquarters. 
Kansas was one of the states needing nursing assistance 
at the time the disease reached its peak here. All states of 
the union except Nevada and Rhode Island have reported 
polio cases this year. 

In addition to providing emergency nurses, the Red 
Cross, in cooperation with the National Foundation for 
Infantile Paralysis, has sponsored demonstrations and in- 
structions in poliomyelitis nursing techniques. It is also 
continuing courses for Red Cross nurse’s aides in care of 
convalescent polio patients. 


Medicine today is as much a social as it is a biological 
science. The doctor is not merely a technician but must be 
an important factor in the shaping and guiding of any satis- 
factory plan of medical service. It has been quite apparent 
in recent years that the medical profession, so largely con- 
centrating on individual techniques and methods of prac- 
tice, has failed to produce long-term, constructive policies 
or a sufficient number of public minded leaders who are 
qualified by point of view or experience to guide the 
development of sound local and national plans for medical 
care. 

The country needs wise, courageous leaders in medi- 
cine, cooperating with industry, labor and the public to 
meet the health needs of the country and avoid the errors 
and mistakes of other health service programs such as 
have developed in the last 60 years in Europe. We must 
develop plans which will be suitable to the needs of 
American society under the guidance and direction of 
professional personnel on professional matters. There is 
every reason to believe that with patience and consideration 


of the complex adjustments that have to be made in the 
development of a medical service program adapted to the 
needs of present day society, the medical profession will 
be able to make a contribution of the greatest importance 
to the welfare of the country. If the profession is prepared 
to provide the necessary leadership and guidance, there is 
every reason to suppose that in substantial measure it will 
be able to remain in the position of determining the 
broad, over all professional policies —Willard C. Rappleye, 
M.D., in New York Medicine, August 6, 1946. 


The meat shortage may be to blame in part for the 
short supply of streptomycin. In production of the drug, 
which is penicillin’s potent ally in fighting germ diseases, 
a need for beef pancreas was cited specifically by Dr. 
Chester S. Keefer, of Boston, at the American College of 
Physicians meeting in Philadelphia. 

Trypsin enzyme from beef pancreas is needed for the 
preparation of streptomycin from the crude brew of soil 
organisms which produce the drug. Beef pancreas, how- 
ever, is also needed to produce insulin for diabetes. At 
present insulin has also a high priority on the pancreas 
supply because there is not any too much insulin, without 
which thousands of diabetics would die. 

Streptomycin production is much more difficult than 
penicillin production and the yield per quantity of fluid 
is smaller; about ten times as much streptomycin by 
weight as penicillin is required to treat a patient. From 
one-thirtieth to one-eighth of an ounce of streptomycin is 
required daily in the average case. It must be given by 
injection every three to four hours. This also contributes 
to the difficulty in getting enough of the drug to treat 
all the patients who want it.—Science News Letter, May 
25, 1946. 
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Announcement of Hospital Allotments 


Allotment figures to the states for the five-year hospital 
construction program authorized in the Hospital Survey 
and Construction Act were released last month by Surgeon 
General Thomas Parran of the United States Public Health 
Service. Kansas is allotted $37,908 for survey and plan- 
ning and $933,750 for construction. On a national basis, 
the act authorizes the appropriation of $3,000,000 for 
surveys and $75,000,000 annually for five years for 
construction. 

Of these amounts, only $2,350,000, earmarked for sur- 
veying and planning, has been appropriated to date. All 
states are to share in this amount on the basis of popula- 
tion, although a formula taking into consideration both 
population and per capita income will be used in allocating 
appropriations for construction. 

Formation of a Division of Hospital Facilities to assist 
the surgeon general in carrying out the provisions of the 
act was recently announced. The division will be responsi- 
ble for carrying out the functions which the U. S. Public 
Health Service is authorized to perform in accordance 
with the provisions of the act. This includes assistance to 
the states, their political subdivisions, and non-profit or- 
ganizations in matters relating to the study, construction 
and operation of hospitals. In addition the division will 
assist in preparing regulations, determining allotments and 
grants and considering applications, plans and projects. 


Purchase Trueheart Clinic 

Dr. George Gill and Dr. Jack Dysart, associated in the 
Trueheart clinic at Sterling for several years with the late 
Dr. Marion Trueheart, recently announced that they had 
purchased the clinic and Dr. Trueheart’s interest in the 
Sterling Hospital Association. They will continue to 
operate the clinic in the same manner in which it has 
functioned since its organization. 


Examinations In Obstetrics and Gynecology 

The American Board of Obstetrics and Gynecology, 
Inc., has announced that the next written examination 
(Part 1) for all candidates will be held in various cities 
of the United States and Canada on Friday, February 7, 
1947. All applications must be in the office of the secre- 
tary, Dr. Paul Titus, 1015 Highland Building, Pittsburgh, 
Pennsylvania, by November 1, 1946. 


Parergon To Be Published 

The Mead Johnson Company, long interested in art 
works by physicians, announces that the new edition of 
Parergon is now in preparation. Physicians who wish tc 
have their work considered for inclusion in Parergon are 
asked to send glossy photo prints (8 by 10 preferred) to 
Editor, Parergon, Mead Johnson and Company, Evans- 
ville 21, Indiana. Art work considered may be in any 
of the following fields: oils, watercolors, sculptures, draw- 
ings, pastels, prints, etchings, engravings, lithographs, 
woodblocks, photographs, colored photographs, ceramics, 
woodwork, metalwork, jewelry, needlework, shipmodels. 

The company also announces that the $34,000 prize 
contest for physicians’ art work on the subject of “Courage 
and Devotion Beyond the Call of Duty” will be judged 
at the Atlantic City session of the A.M.A. in June, 1947. 


It would be premature to make extensive claims about 
the merits of dicumarol in the treatment of coronary 
thrombosis. Adequate controls with which to determine 
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its value statistically are not yet available and will be of 
little value unless several subdivisions depending on the 
severity, extension, and complications of each group are 
studied separately. Each of these subdivisions must con- 
tain a statistically significant number of controls and 
treated patients. This will be a long and difficult but im- 
portant evaluation.—Irving S. Wright, M.D., in American 
Heart Journal, July, 1946. 


Infectious hepatitis occurs sporadically and in epidemic 
form over a wide geographical area. It seems certain that 
the disease is caused by a specific virus with an apparent 
affinity for the liver. The disease in most cases confers 
lifelong immunity. 

The transmission of infectious hepatitis, on the basis 
of present knowledge, takes place by contact of a suscept- 
ible person either with a patient having the disease or 
with material contaminated by the causative virus. It 
seems certain that the virus can be carried in food. It 
may be carried in water. 

A plea is entered for the recognition and careful handl- 
ing of infectious hepatitis. This disease clearly may cause 
irreversible liver changes. Our observations lead us to 
believe it is a serious disease in pregnant women. 

Gamma globulin has no place in the treatment of the 
active phase of infectious hepatitis. It has been shown 
to be capable of producing immunity of six to eight 
weeks’ duration and should be useful in the control of 
small outbreaks. Further study may prove that gamma 
globulin given during the incubation period can modify 
infectious hepatitis, in a manner similar to its action in 
measles.—Harriet L. Hardy, M.D. and Roy Feemster, M.D., 
in New England Journal of Medicine, August 1, 1946. 


Malignant tumors of the jejunum and ileum are ex- 
tremely difficult to recognize unless they cause obstruction. 
Some refinements of technic are now available, from which 
conclusions may be drawn as to the probable malignancy 
of obstructive lesions of the small bowel. It may be neces- 
sary to introduce a Miller-Abbott tube to the site of ob- 
struction, and instill barium for careful fluoroscopic and 
spot-film study. Complete visualization of the small bowel 
may be secured by fractional administration of the barium 
meal; careful fluoroscopy may then enable the roentgenolo- 
gist to detect the site of the lesion and study its contours. 
The diagnosis, however, is rarely made early because the 
patient usually is first seen during an obstructive crisis, 
when there is neither opportunity nor time for a study of 
the finer details of the mucosal pattern after locating the 
probable site of obstruction—Illinois Cancer Bulletin, 


July 25, 1946. 


While some of the histamine-neutralizing drugs in pro- 
duction and under clinical investigation are undoubtedly 
of great value, the belief expressed in some quarters that 
a universal treatment for allergy is imminent is not yet 
justified. From past experiences with the indiscriminate 
use of torantil, however, we can expect that when these 
histamine-neutralizing agents of greater potency become 
generally available, they will be widely used in all types 
of disorders, allergic and otherwise. It is well for the 
allergist to be prepared to evaluate properly the uses and 
limitations of these drugs. 

The new agent, benadryl, will be of inestimable value 
in controlling the acute allergic phenomena, some of which 
have always been difficult to manage. It also gives the 
allergist an opportunity to search for the fundamental 
allergic factors, in the hope of securing lasting results.— 
L. C. Todd, M.D., in North Carolina Medical Journal, 


July, 1946. 
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PRESIDENT’S PAGE 


To the Members of the Kansas Medical Society: 


The Auxiliary of the Kansas Medical Society has grown steadily and 
healthily until it now has 538 members actively engaged in constructive 
medical projects. It would be difficult to overestimate the present in- 
fluence of this group or its possibilities in the future with enlarged mem- 
bership and a fine bulletin of their own. 


The greatest contribution of the Auxiliary to date has been in com- 
bating compulsory health insurance and any increase in the furnishing of 
medical care by physicians who are servants of the state. This opposition 
to the control of medicine by government is a continuing process which 
cannot let up until the measure S. 1606 is decisively defeated. We must 
not be lulled into inaction by the recess of Congress. 


As intelligent citizens we must admit the defects in the distribution of 
medical care and aid in their correction through improved sanitation, nu- 
trition, housing, hospitalization facilities, and working conditions. Volun- 
tary health insurance, started only nine months ago in Kansas, is proving 
a success and in a few years should be serving a large portion of the popu- 
lation. The Auxiliary can do a fine piece of work in educating the public 
about this service which provides good medical care for low income groups 
at prices they can afford on a prepayment basis. We only ask a little time 
to show what can be done by democratic methods. 


President 
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EDITORIALS | 


Streptomycin Now Available 


The National Research Council has announced that 
streptomycin has been made available to the pro- 
fession beginning September 1 and will be distrib- 
uted through authorized hospital depots. The new 
drug is a potent antibacterial agent. However, the 
results have been less spectacular than the press 
notices have portrayed during the past year. 

The local hospitals have been notified what their 
allowances of the drug will be. A 100-bed hospital 
will receive 30 grams each month. The recommended 
dosage varies from five grams in tularemia and 
Hemophilus influenza meningitis to as much as 70 
grams in brucellosis or in Salmonella infections. A 
physician who treats one of the latter group will be 
using all the streptomycin allocated to one hospital 
for a two-months period. 

The Council has grouped the susceptible infections 
in two groups. In the first are definitely susceptible 
infections while in the second group the results have 
been less promising. 

The high cost of the agent is also an important 
factor. The retail price at present is slightly over 
$26 per gram, or $260 for enough of the drug to 
treat the average urinary tract infection due to or- 
ganisms resistant to other drugs. If 70 grams are 
used in a brucellosis, the cost of the drug will be 
$1,820. 

“Streptomycin has been most effective in the treat- 
ment of tularemia, Hemophilus influenza infections, 
urinary tract infections due to gram negative bacilli, 
bacteremias and meningitis due to gram negative 
bacilli.” “) (2) The results in typhoid, brucellosis, 
Salmonella infections, peritonitis and pulmonary in- 
fections due to Friedlander’s bacillus and other gram 
negative organisms have been inconclus:ve. At pres- 
ent its use in infections due to Mycobacterium tu- 
berculosis is impractical. Streptomycin should be 
given intrathecally in meningitis cases and intra- 
pleural injections used in the treatment of empyema 
to supplement the intramuscular doses. 

It is obvious that each hospital should establish 
tules to insure maximum effectiveness and equitable 
distribution of its limited supply of the drug. It has 
been suggested that a committee consisting of a sur- 
geon, an internist and the laboratory director have 


(1) Streptomycin in the of Chester S. 
Keefer, M.D., Chairman on Chemotherapeutics and 
olume 132, 


Other "Agents, National — J.A.M.A., 
Number 1, September 7, 1946 

Keck én in 

1946, 


the Treatment of iofersiony, Chester S. 
, Volume 132, Number 2, September 14, 
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this responsibility. They would investigate each re- 
quest for the drug and release it only to those within 
Group I, unless a sufficient reserve can be built up 
to justify using it when it is of doubtful value. 

The physician prescribing streptomycin should not 
forget the high cost of the drug. 


It Is Still a Privilege 
Vote November, 1946 

It is still a privilege to be able to cast your vote 
for those men who have expressed themselves as 
candidates for the varying public offices. It is one 
of our rights as established by the Constitutions of 
the United States of America and the State of Kansas. 

Individually, our weak little voices may not have 
much to do with the progress of the state and of the 
nation, but collectively, enough individuals, thinking 
and voting along the same lines, can exert a power- 
ful influence upon the pattern of future legislation, 
be it medical, social or economic. 

We therefore urge you to talk to various candi- 
dates, get your finger on their pulse, test out their 
brain waves, see what they stand for, make your de- 
cision and then cast your vote. 


The Art of Medicine 


Since antiquity the Art of Medicine has been rec- 
ognized and utilized in many and varied diagnostic 
and therapeutic situations. It is far more ancient than 
the science and has developed with the cultures of 
our civilization. It has been defined as the practical . 
application of the teachings of medical science. It 
is inclusive, the utilization of all known diagnostic 
and therapeutic measures, and also the manner in 
which all dealings with the patient are conducted. 
Perhaps the student in recent times has been given 
poorer training in the Art of Medicine than his 
predecessor because of the changing methods of 
scientific teachings. 

It has been most aptly and appropriately stated by 
Houston that the placebo, something to please the 
patient, has always been the norm of medical prac- 
tice. In spite of all the scientific progress, we still 
use drugs and other agents empirically, at first ques- 
tioning their effects, later becoming boldly enthusias- 
tic advocates for them. Many of these drugs or agents 
succeed in “ratio to the psychological influence of the 
physician and to the psychopathic complex of the 
patient.” 

Isn’t it still true that in many conditions the ad- 
vice, encouragement or counsel with the patient is 
far more important than the particular agent used? 
In fact in many illnesses the prescribing of a non- 
specific or therapeutically impotent drug is only a 
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contact and the physician himself is the patent thera- 
peutic agent. With all the radio, periodical, and de- 
tail man advertising at this time, it is little wonder 
that we “fall for” and utilize many therapeutic agents 
that will soon be forgotten (or at least should be). 

The advancement of medicine will undoubtedly in 
the future, as in the past, be based upon scientific 
achievements, but it is to be hoped that the Art of 
Medicine will also approach some degree of perfec- 
tion. It is only in the direction of a rational practice 
that we can visualize the continued progress of our 
profession. This must come about not through po- 
litical manipulations, nor through public clamor, but 
through the increasing efforts of physicians to im- 
prove themselves and to eliminate ignorance and 
incompetence from our ranks. 


DEATH NOTICES 


ARTHUR EMANUEL HERTZLER, M.D. 


Dr. Arthur E. Hertzler, 76, prominent surgeon and 
writer of Halstead, died September 12 at the hospital 
he founded in Halstead in 1902. He had retired from 
active surgical practice last February but had main- 
tained contact with the clinic and hospital as a con- 
sultant. 

He received the M.D. degree from Northwestern 
University Medical School in 1894 and did post- 
graduate work in Berlin from 1899 to 1901. On his 
return from Germany he taught pathology for five 
years at the University Medical College of Kansas 
City, and then for two years was surgeon and gyn- 
ecologist there. In 1909 he became professor of sur- 
gery at the University of Kansas School of Medicine. 

He had practiced surgery at Halstead for many 
years, and it was there also that he wrote many books, 
“Surgical Operations with Local Anesthesia” pub- 
lished in 1913, “The Peritoneum” published in 1919, 
and “Diseases of the Thyroid Gland,” in 1922. He 
became widely known after publication of “The 
Horse and Buggy Doctor” in 1938, a book that has 
passed through 45 editions. 

He was a member of the Harvey County Medical 
Society, the American College of Surgeons, the Amer- 
ican College of Anesthetists, and the American Mi- 
croscopical Association, of which he was president in 
1911. He was also a member of the founder's group 
of the American Board of Surgery. 

He is survived by his widow, associated with him 
professionally as Dr. Irene Koeneke, chief gynecolo- 
gist at the Halstead clinic. 


FLORENCE P. SIMMS CHAPMAN, M.D. 


Dr. Florence P. Chapman, 69, a member of the 
staff of the Topeka State Hospital for more than 20 
years, died September 10 while visiting in Akron, 
Ohio. A graduate of Ohio Medical University in 
Columbus, Dr. Chapman specialized in psychiatry. 
She was a member of the Shawnee County Medical 
Society. 


COUNTY SOCIETIES 

Dr. E. H. Gibbons, director of the Veterans Adminis- 
tration Medical Service Center, Topeka, has been speaker 
at a number of county society meetings during the past 
month, explaining details of the agreement between the 
Veterans Administration and the Kansas Medical Society 
and regulations covering examinations and treatment. 

Dr. Gibbons spoke first at a meeting of the Saline 
County Medical Society at Salina on September 12, then 
at a meeting of the Butler County Society at El Dorado 
on September 13. On September 17 he met with members 
of the Cherokee County Society and had a part on the 
program along with Doctors Charles S$. Huffman of Colum- 
bus, Clem Jones of Galena, C. H. Benage of Pittsburg and 
D. B. McKee of Pittsburg. He addressed a meeting of the 
Cowley County Society on September 19 and a meeting 
of the Riley County Society on September 24. 

* 

A meeting of the Marshall County Medical Society was 
held August 22 at the Hotel Pacific, Marysville. A business 
session was held, at which members voted to sponsor a 
proposed new memorial county hospital, and a scientific 
program included the showing of movies on intravenous 
anesthesia. 

* 

The Central Kansas Medical Society met September 26 
at Ellsworth for a scientific program in the afternoon fol- 
lowed by dinner and a social program in the evening. Dr. 
Lawrence P. Engel, Kansas City, Missouri, discussed ‘“Re- 
cent Developments in Surgery of the Upper Abdomen,” 
and Dr. Hareld T. Gainey, Kansas City, Missouri, spoke 
on “Management of Prolonged Labor.” 

* * 


The Riley County Medical Society, at a meeting held 
at Manhattan September 5, voted unanimous approval of 
petitions now being circulated urging construction of the 
proposed Riley County Memorial Hospital. 

* * 

The September meeting of the Johnson County Society 
was held at the office of Dr. George L. Maser in Mission. 
Dr. H. A. Wenner of the University of Kansas School of 
Medicine was speaker of the evening and led a discussion 
on poliomyelitis. 

* 

A meeting of the Marion County Medical Society was 
held at Marion September 4. A scientific program was 
presented with Dr. W. W. Tate of Peabody discussing 
vascular disease and the use of exercise in treatment, Dr. 
A. K. Ratzlaff of Goessel speaking on injection and liga- 
tion of varicose veins, and Dr. R. R. Melton of Marion 
reviewing treatment of leg ulcers. 

* * 

Members of the Clay County Medical Society held a 
dinner meeting September 11 at Cedar Court Lodge at 
Clay Center, followed by a scientific program at the Clay 
Center Municipal Hospital. Dr. R. Bruce McVay intro- 
duced a guest, Dr. Eugene Goforth, who is on the psy- 
chiatric staff of Winter Hospital, Topeka. Dr. Goforth 
discussed common psychiatric problems seen in Army and 
civilian life. Other guests of the Society were Dr. John 
Lattimore, Topeka, and Doctors George Bale, Jr., and 
Paul Adams. 


Writes On Photo Micrography 
Dr. A. J. Brier, Topeka, is the author of an article on 
photo micrography which appeared in the September 
issue of American Photography. 
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. .. including the temperate zones, an 
unexpectedly high percentage of carriers of 
Endamoeba histolytica is to be found. 


DIODOQUIN 


(5,7-diiodo-8-hydroxyquinoline) 


—potent amebicide—can be used in suspected 

as well as proved cases of amebiasis. 
Accepted by the Council on Pharmacy and Chemistry 
of the American Medical Association. 


Diodoquin is the registered trademark of 
G. D. Searle & Co., Chicago 80, Illinois 


SEARLE 


RESEARCH 
IN THE SERVICE 
OF MEDICINE 
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Veterans Administration 
Agreement 


Medical care under our agreement with the Veterans 
Administration is still not entirely understood by many 
members. There is repeated below a summary of the 
basic regulations. If these are complied with, the examiner 
will have less difficulty with this program. 


EXAMINATIONS 


The adjudication service makes the decision on all claims 
for pension. Whenever it appears that additional medical 
information is needed, the rating board will order a clarifi- 
cation or an additional physical examination. Many of these 
will be made in the veteran’s local community under our 
agreement. In each instance an authorization is mailed and 
the examiner is selected by rotation if there are two or more 
in the locality. 

Occasionally doctors have called the Medical Service 
Center in Topeka requesting authorization to make an 
examination for a veteran. Such authorization can never 
be granted since every authorized examination to be paid 
for by the Veterans Administration must be first requested 
by the adjudication service. 

If a veteran requests an examination to be made and an 
authorization for this examination has not been received, 
the physician may make the examination if he wishes 
and may send it to the regional office. Payment for this 
examination is the patient’s responsibility. Since the Vet- 
erans Administration did not request this examination, 
they will not pay for it. The reason is obvious. A veteran 
dissatisfied with his rating might go to many doctors, 
hoping eventually to find one who can produce evidence 
that will allow his case to be reopened. Should the veteran 
succeed in having his case reopened, then the Veterans 
Administration probably would authorize additional ex- 
aminations. They are, therefore, willing to accept ex- 
aminations made on any veteran but will pay only for 
those they have requested. 


TREATMENT 


Space prohibits a complete explanation of this topic. 
The following outline, however, will give the general 
picture. Cases that do not fit into the outline should be 
referred to the director of the Medical Service Center in 
Topeka for decision. 

Office and home treatment for men and women can be 
authorized for service-connected disabilities only. 

Hospital care for men is for service-connected dis- 
abilities only. 

Hospital care for women may include any disability, 
whether service-connected or not, with the exception of 
normal pregnancy and syphilis acquired out of line of duty. 

Veterans studying under Public Law 16, male or female, 
are eligible for all care, whether or not disabilities are 
service-connected. This is not to be confused with the 
regulation covering students who are under the G. I. Bill 
of Rights, Public Law 346, who are eligible only for 
srevice-connected disabilities as defined above. 

A service-connected disability, broadly speaking, is an 
illness or a disability which occurred or was aggravated 
during his or her military service. In certain instances, as 
in malaria or the presence of shrapnel, the condition may be 
considered service-connected even though the record does 
not substantiate the fact. A third method of determining a 
disability to be service-connected is through the adjudication 
service of the Veterans Administration. 
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Always write the Medical Service Center in Topeka be- 
fore treating a veteran. In cases of emergency, telephone 
for authorization. The Veterans Administration will pay 
only for those specific items in the treatment of the 
veteran that have been authorized. Should additional 
services be necessary, additional authorization must be 
obtained. 

In applying for authorization for treatment, always give 
the patient’s name, his claim number or his Army serial 
number. Give a diagnosis and the type and duration of 


_ treatment that will be required. 


THE HEART CLASSIFICATION 


The section below is reprinted from the Manual for 
Medical Examiners published by the Veterans Administra- 
tion. It is requested that every examination pertaining to 
the heart comply with the classifications that are listed here- 
after, since the rating board uses disability tables that are 
geared to these classifications. 

The following examples illustrate the construction of a 
diagnosis under this system: 

I. (1) Cause.—Syphilis. 

(2) Structural lesion. Aortic insufficiency; cardiac en- 
largement. 

(3) Manifestations —Myocardial 
tricular premature contractions. 

(4) Capacity for work.—Class V. 

These characterizations may also be recorded as: Syphi- 
litic disease of the heart, with aortic insufficiency, cardiac 
enlargement, myocardial insufficiency, ventricular prema- 
ture contractions; class V. 

II. (1) Cause.—Coronary arteriosclerosis. 

(2) Structural lesion—Myocardial damage. 

(3) Manifestations—Anginal syndrome. 

(4) Capacity for work.—Class III. 

This characterization may also be recorded as: Coronary 
arteriosclerotic disease of the heart, with myocardial dam- 
age and the anginal syndrome; class III. 

III. (1) Cause—Rheumatism (rheumatic fever). 

(2) Structural lesion—Mitral stenosis. Cardiac en- 
largement. 

(3)  Manifestations:—Auricular fibrillation. 
dial insufficiency. 

(4) Capacity for work.—Class IV. 

This characterization may also be recorded as: Rheu- 
matic disease of the heart, with mitral stenosis, cardiac 
enlargement, auricular fibrillation, myocardial insufficiency; 
class IV. 

IV. (1) Cause.—Syphilis. 

(2) Structural lesion—Saccular aneurysm. 

(3) Manifestations.—Pain. 

(4) Capacity for work.—Class IV. 

This characterization may also be recorded as: Syphilitic 
disease of the aorta, with saccular aneurysm and pain; 
class IV. 

V. (1) Cause.—Hypertension. 

(2) Structural lesion.—Cardiac enlargement. 

(3) Manifestations—Myocardial insufficiency. 

(4) Capacity for work.—Class Il. 

This characterization may also be recorded as: Hyper- 
tensive disease of the heart, with cardiac enlargement and 
myocardial insufficiency; class II. 

VI. (1) Cause—Hypertension and coronary arterio- 
sclerosis. 

(2) Structural lesion Myocardial damage; cardiac en- 
largement. 

(3) Manifestations. — Anginal 
tricular block. 

(4) Capacity for work.—Class IV. 

This characterization may also be recorded as: Hyper- 


insufficiency; ven- 


Myocar- 


syndrome; intraven- 
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ANALYSES OF 
NUTRITIVE VALUES: 


sro BABY SOUP 


CHICKEN | LIVER LAMB BEEF | VEGETABLE 


Solids % 11.8 13.3 13.9 13.7 13.4 5 KINDS: 
Protein % 263 | 342 | 309 | 391 1,95 CHICKEN 
Fat % 15 09 2.1 0.9 0.5 j BEEF 
Carbohydrate % 

by difference 64 75 7.2 7.6 9.3 LAMB 
Calories per ounce 14 15 17 15 14 LIVER 
Crude Fibre % 0.15 0.29 0.30 0.22 0.43 VEGETABLE 


Allin Glass 


Calcium % 


Jars 
Phosphorus % 


Iron Mg. per 100 g. 


Copper Mg. per 100 g. 


Manganese Mg. per 100 g. 


Vitamin A—I. U. Per 100g. 


Thiamine Mg. per 100g. 


Riboflavin Mg. per 100g. 072 


Ascorbic Acid Mg. per oe: 
100 g. 11 73 2.7 3.9 15 A 


Ett 


Niacin Mg. per 100 g. 77 1.54 1.22 1.29 1.05 


Copies of this Chart in Convenient File Card Form 
Wilk be Sent upon Request 


_Campbell’s Strained Baby Soups represent fine 
quality ...in ingredients . . . in care and method of 
cooking . . . in retention of minerals and conservation 
of vitamins... and in good flavor. Every resource of 
Campbell’s Kitchens is devoted to that aim. 


LOOK FOR THE 


CAMPBELL SOUP COMPANY, Camden, N. J. RED-AND-WHITE LABEL 
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tension and coronary arteriosclerosis, with myocardial dam- 
age and cardiac enlargement, anginal syndrome and intra- 
ventricular block; class IV. 

Class 1.—Patients with a cardiac disorder who are able 
to carry on ordinary physical activity without symptoms. 

Class II1.—Patients with a cardiac disorder who develop 
symptoms with ordinary physical activity, but are able to 
carry on slightly reduced physical activity without symp- 
toms. 

Class 111.—Patients with a cardiac disorder who are un- 
able to perform more than moderate physical activity (or- 
dinary activity, moderately reduced) without symptoms of 
myocardial or coronary insufficiency. 

Class I1V.—Patients with a cardiac disorder who de- 
velop symptoms and sometimes signs of myocardial or 
coronary insufficiency on more than greatly limited ac- 
tivity. Such patients are not usually employable in in- 
dustry, although they may pursue purely sedentary occu- 
pations that do not require speed or effort. 

Class V.—Patients with a cardiac disorder who are un- 
able to perform any exertion without symptoms and signs 
of myocardial or coronary insufficiency, and are confined 
to bed. 


New Quarterly Journal 

The publication of a new journal, the Quarterly Review 
of Dermatology and Syphilology, has been announced by 
the Washington Institute of Medicine, Washington, D.C., 
as an event marking its fifteenth year in the fields of 
medical publication and library research. It is the tenth 
in the Institute’s group of reviews covering specialized 
fields of practice. 

The new publication will survey all published material 
on dermatology and syphilology appearing anywhere in the 
world from January 1, 1946, onward. 


THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DIRECTOR 


PAUL L. WHITE, M.D., F.A.P.A., 
MEDICAL DIRECTOR 


Box 3028, South Austin 13, Texas 
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ANNOUNCEMENTS 


October 7-10—Fall Conference, Kansas City Southwest Clinical 
Society, Kansas City, Missouri. 

October 7-11—Course in Clinical Allergy, sponsored by American 
Academy of Allergy, Marquette University School of Medi- 
cine, Milwaukee, Wisconsin. 

October 9-12—Examinations, American Board of Ophthalmology, 
Chicago, Illinois. 

October 21-23—Assembly, United States Chapter International 
College of Surgeons, Detroit, Michigan. 

October 28-31—Fall Clinic, Oklahoma City Clinical Society, Ok- 
Jahoma City, Oklahoma. 

October 28-November 1—Annual Assembly, Omaha Mid-west Clin- 
ical Society, Omaha, Nebraska. 

November 17-23—Inter-American Congress of Radiology, Havana, 
Cuba. Information may be secured through American Col- 
lege of Radiology, 20 North Wacker Drive, Chicago, Illinois, 

December 4-5—Meeting, Kansas State Board of Medical Registra- 
tion and Examination, Kansas City, Kansas. 


December 7-12—Fifth Annual Meeting, American Academy of 
Dermatology and Syphilology, Cleveland, Ohio. 

March 17-20—Sixteenth Spring Clinical Conference, Dallas 
Southern Clinical Society, Hotel Adolphus, Dallas, Texas. 
April 28-May 2—Annual Session, American College of Physicians, 

Chicago, Illinois. 
MAY 12-15—-ANNUAL MEETING, KANSAS MEDICAL SOCIETY, 
TOPEKA, KANSAS. 


BOOKS RECEIVED 
Complete Handbook on State Medicine. By J. Weston 
Walch. Published by Platform News Publishing Company, 
Portland, Maine. Copyright 1946. 170 pages. Price $2.50. 


The Library of the Medical Department 
of the University of Kansas has every de- 
sire to be of service to the medical pro- 
fession in the state. Any physician who 
wishes to avail himself of the facilities of 
the Library will be welcome both in the 
use of its periodicals, bound volumes of 
periodicals, and monographs and _ text- 
books. 


Under certain circumstances, provided 
the volumes are not being actively used 
by the students, the Library will send such 
volumes as are needed to physicians in 
the state, on request, for a period of one 
week, provided carriage charges are paid 
both ways. 


THE UNIVERSITY OF KANSAS 
SCHOOL OF MEDICINE 
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ANNOUNCING THE SIXTEENTH ANNUAL CONFERENCE OF THE 
OKLAHOMA CITY CLINICAL SOCIETY 


OCTOBER 28, 29, 30, 31, 1946 
DISTINGUISHED GUEST LECTURERS 


Harrison H. Shoulders, M.D., PRESIDENT, THE AMERICAN MEDICAL ASSOCIATION, Nashville, Tennessee 


Charles L. Brown, M.D., MEDICINE, Hahnemann Medical College 
Philadelphia, Pennsylvania. 

Samuel A. Cosgrove, M.D., OBSTETRICS, Clinical Professor of 
Obstetrics, Faculty of Medicine, Columbia University; Medical 
Director and Superintendent and Chief of the Staff, Margaret 
Hague Maternity Hospital, Jersey City, New Jersey. 

Claude F. Dixon, M.D., SURGERY, Professor of Surgery, Mayo 
Foundation, Postgraduate School, University of Minnesota, 
Rochester, Minnesota. 

Austin |. Dodson, M.D., UROLOGY, Professor of Urology; Urolo- 
gist to Hospital Division, Medical College of Virginia, Rich- 
mond, Virginia. 

Philip S. Hench, M.D., MEDICINE, Consultant and Head of a 
Section on Medicine; Chief of the Department for Rheumatic 
Diseases; Associate Professor of Medicine, Mayo Foundation, 
Postgraduate School, University of Minnesota, Rochester, 
Minnesota. 

‘daldo E. Nelson, M.D., PEDIATRICS, Professor of Pediatrics 
Chief of the Pediatric Department, Temple University Schoo! 
of Medicine, Philadelphia, Pennsylvania. 

fil Padget, M.D., MEDICINE, Assistant Professor of Medicine, 
Johns Hopkins University School of Medicine; Veterans Ad- 
ministration, Fort Howard, Maryland. 


General Assemblies 
Postgraduate Courses 


Round-Table Luncheons 
Smoker Commercial Exhibits 


Walter L. Palmer, M.D., MEDICINE, Professor of Medicine, De- 
partment of Medicine, University of Chicago, Chicago, Illinois. 

Rawley M. Penick, Jr., M.D., SURGERY, Associate Professor of 
Clinical Surgery, Tulane University School of Medicine, New 
Orleans, Louisiana. 

Leo G. Rigler, M.D., RADIOLOGY, Professor and Chief of the 
Department of Radiology and Physical Therapy, University of 
Minnesota School of Medicine, Minneapolis, Minnesota. 

Richard H. Sweet, M.D., SURGERY, Instructor in Surgery, Har- 
vard Medical School, Boston, Massachusetts. 

Richard W. Te Linde, M.D., GYNECOLOGY, Professor Gynecol- 
yy; Chief Gynecologist, Johns Hopkins University School of 
edicine, Baltimore, Maryland. 

James E. M. Thomson, M.D., ORTHOPAEDIC SURGERY, Lecturer 
in Plastic Surgery to the College of Dentistry, University of 
Nebraska; President, American Academy of Orthopaedic 
Surgeons, Lincoln, Nebraska. 

O. E. Van Alyea, M.D., OTOLARYNGOLOGY, Clinical Associate, 
University of ‘Illinois, College of Medicine, Chicago, Illinois. 
Shields Warren, PATHOLOGY, Assistant Professor of 
Pathology, Harvard Medical School, Boston, Massachusetts. 
Alon C. Woods, Sr., M.D., OPHTHALMOLOGY, Professor of 
Ophthalmology; Ophthalmologist-in-chief, Johns Hopkins Uni- 

versity School of Medicine, Baltimore, Maryland. 


‘Dinner Meetings 


Registration fee of $10.00 includes ALL the above features. 
For further information, address Executive Secretary, 512 Medical Arts Building, Oklahoma City, Oklahoma 


BENEZSTROL was developed in the Re- 
search Laboratories of Schieffelin & Co. 
This synthetic estrogen offers the means 
of alleviating distressing menopausal 
symptoms effectively, conveniently and 
economically, and with a definitely lower 
incidence of untoward side effects. 
Schieffelin BENzEsTROL is available in 
three forms; Tablets for oral administra- 
tion, Vaginal Tablets for local use, and 
multiple dose Vials for intramuscular 


injection. 


Schieffelin & Co. 


Schieffelin BENZEsTROL Tablets 
0.5, 1.0, 2.0 and 5.0 mg. 50’s-100’s-1000’s 


PARENTERAL 
Schieffelin BENzEstROL Solution 
5.0 mg. perce. 10 cc. vials 


LOCAL 


Schieffelin BENzEstRoL Vaginal Tablets 
0.5 mg.  100’s 
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RAY-BAN LENSES 


Meet professional standards of Quality 
and Performance — Satisfy patient re- 


quirements for greater comfort. 


QUINTON-DUFFENS 
OPTICAL COMPANY 


The Neurological Hospital, 2625 The 
Paseo, Kansas City, Missouri. Oper- 
ated by the Robinson Clinic, for the 
care and treatment of nervous and 
mental patients and associated condi- 


tions. 


RADIUM 


(including Radium Applicators) 


FOR ALL MEDICAL PURPOSES 
Est. 1919 


Quincy X-Ray & Radium Laboratories 


Independent (owned and directed by a Physician- 
TOPEKA HUTCHINSON SALINA 
KANSAS Harold Swanberg, B.S., M.D., Director 
W.C. U. Bldg. Quincy, Illinois 
ACCIDENT + HOSPITAL + SICKNESS 
FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY TOPEKA~ KANSAS 
PHYSICIANS “Outstanding Among Kansas Best” 


ALL ALL 


SURGEONS 


PREMIUMS 


COME FROM DENTISTS GO TO 
$5,000 accidental death $8.00 
$25.00 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 


$100.00 weekly indemnity, accident and sickness Quarterly 


ALSO eo EXPENSE FOR MEMBERS 
WIVES AND CHILDREN 


86c out of each $1.00 gross income used 
for members’ benefits 


$2,900,000.00 $13,500,000.00 
Invested Assets Paid for Claims 
$200,000.00 deposited. with State of Nebraska for 
protection of our members 


Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
44 years under the same management 
400 FIRST NATIONAL BANK BLDG., OMAHA 2, NEBRASKA 


FIREPROOF AIR COOLED 


* 


TOPEKA’S FAVORITE DINING ROOMS 
THE SENATE ROOM THE COFFEE SHOP 


A Topeka Institution 


= 
| 
: 


OCTOBER, 1946 


IN SCHENLEY LABORATORIES 
CONTINUING SUMMARY OF 
PENICILLIN THERAPY.... 


BEFORE YOU DECIDE ON 
THE PENICILLIN OF YOUR CHOICE 


For many years, Schenley has been among the 
world’s largest users of research on mycology 
and fermentation processes. In addition, Schenley 
Laboratories manufactures a complete line of 
superior penicillin products— products thor- 
oughly tested for potency and quality. These two 
important facts mean you may give your patients 
the full benefits of complete penicillin therapy. 


PENG! LLIN 
SCHENLEY 


a product of 


Penicillin has a well established role in the 
treatment of the coccal meningitides. In the 
meningococcic form the response to penicillin 


therapy is somewhat slower than following 
the administration of the sulfonamides; how- 
ever, penicillin is indicated in instances of 
sulfonamide-resistance and when patient sul- 
fonamide hypersensitivity exists. In meningi- 
tis due to staphylococci, 
One pneumococci, or strepto- 
cocci, penicillin is the drug 

of choice. 
As soon as the diagnosis 
is established, penicillin 
therapy should be insti- 
tuted in doses of 20,000 to 40,000 units every 
two to three hours by the intramuscular route. 
Treatment should be thorough, and should be 
continued until all signs and symptoms of the 
infection have been absent for seven to ten 
days. Since penicillin administered systemi- 
cally does not penetrate the subarachnoid 
space, intrathecal (intraspinal, intracisternal, 
intraventricular) administration is also re- 
quired. Ten thousand units in 10 cc. of iso- 
tonic solution of sodium chloride should be 
injected (after withdrawal of an equal volume 
of fluid) once or twice daily until the spinal 
fluid is clear, and for four days thereafter. 
When concurrent sulfonamides are indi- 
cated, they should be administered in a dosage 
sufficient to establish a blood level of 15 mg. 
per cent. 
Surgical, supportive, and other measures 
should be employed when indicated. 


SPINK, W. W., and HALL, W. H.: Penicillin Therapy at the 
University of Minnesota Hospitals: 1942-1944, Ann. Int. Med. 
22:510 (April) 1945. 


WHITE, W. L.; MURPHY, F. D.; LOCKWooD, eS 
FLIPPIN, H. F.: Penicillin in the Treatment of P. 
Meningococcal, Streptococcal, and Staphylococcal Meningitis, 
Am. J. Med. Sc. 210:1 (July) 1945. 


SCHENLEY LABORATORIES, INC. Executive Offices: 350 Fifth Avenue, New York City 


and 
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For the Diagnosis and Treatment of | 


Nervous and Mental Illness 


The Southard School 


For the Education and Psychiatric 
Treatment of Children of Average 
and Superior Intelligence. Boarding 


Home Facilities. 


Topeka, Kansas 


| 
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for New and Nonofficial Remedies by 
the Council on Pharmacy and Chemistry 
of the American Medical Association. 


Bacterial Vaccine and Bacterial Antigen Combined. 
Made from H. pertussis phase I organisms. 


Council on Pharmacy 
and Chemistry 


Ayerst Pertussis Endotoxoid-Vaccine is made by suspending H. pertussis phase I 
organisms in a formalized endotoxin solution prepared H. pertussis phase I. The result- 


ing Pertussis Endotoxoid-Vaccine is both antibacterial and antiendotoxic, thus providing 
immunity to the H. pertussis organisms_and to the endotoxin produced by these organisms. 


Ayerst Pertussis Endofoxoid-Vaccine is available in vials of 6 cc. and 24 cc. 
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AYERST, McKENNA & HARRISON Limited, 22 East 40th Street, New York 16, N. Y. 
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With bones in the process of most rapid growth at 
least through the 14th year, the requirements for 
vitamin D must be met unfailingly for as long as 
growth persists. The discovery of rickets in 46.5% 
of children between the ages of 2 and 14 in careful 
histologic studies' gives unequivocal proof of 
the necessity for such continued supplementation. 
Upjohn vitamin D preparations supply all—natural 
vitamin D, plus ample vitamin A, in highly potent, 
convenient, well tolerated, and economical supple- 


ments. 1. Am. J. Dis. Child. 66:1 (July) 1943. 


FINE PHARMACEUTICALS SINCE 1886 


UPJOHN VITAMINS 


long 
; 
| 
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Upjohn 
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The pte eye of the micro- 
scope reveals notable advan- 
tages of the “RAMSES”* Flexi- 
ble Cushioned Diaphragm. 
the “RAMSES” has the 

‘Patented rim construction which 
provides both a wide, unin- 

dented area of contact with the 
vaginal walls, and a cushion 

of soft rubber to pate spring 

pressure. 
pure: gum in 
the dome is prepared by an ex- 
‘clusive process which imparts 
lightness, strength, velvet 
smoothness, and ne life. 


No. 1 Unretouched the 
dome (enlarged 10 diameters) and the rim (inset) 
of a “RAMSES” Flexible 


| FLEXIBLE CUSHIONED 
DIAPHRAGM 

Manufactured in gradations of 

5 millimeters in sizes ranging 


- from 50 to 95 millimeters, inclu- 3 
sive. Available all.rec- 


No, Usretouched of the 
dome (enlarged 10 
of a conventional-type diap 


SCHMID, ING. 


: 423, Weat New York 19, N.Y. 
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Still the fatal first month 


Despite the gratifying dramatic decline in infant mortality, there is still 
only slight reduction in the number of deaths of infants under one month. During 
these critical 30 days, among the important precautions to be exercised 
is the right start on the right foods. 


‘Dexin’ has proved an excellent “first carbohydrate”. Because of its high 
dextrin content, it resists fermentation by the usual intestinal organisms, 
tends to hold gas formation, distention and diarrhea to a minimum, and 
promotes the formation of soft, flocculent curds facilitating digestion of 
milk proteins. 


Easily prepared in hot or cold milk, ‘Dexin’ brand High Dextrin Carbo- 
hydrate is palatable but not too sweet. ‘Dexin’ does make a difference. 


Composition—Dextrins 75% * Maltose 24% ¢ Mineral Ash 0.25% ¢ Moisture 
0.75% * Available carbohydrate 99% ¢ 115 calories per ounce « 6 level packed 
tablespoonfuls equal 1 ounce « Containers of twelve ounces and three pounds « 
Accepted by the Council on Foods and Nutrition, American Medical Association. 


en Literature on request 
BURROUGHS WELLCOME & CO. (U.S.A.) INC., 9 & 11 East 41st St., New York 17, N.Y. 


Ss 
*Dexin’ Reg. Trademark 
BRAND 
| 
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octor—J udge 


HILIP Morris suggests you judge .. . from 
the evidence of your own personal obser- 
vations . . . the value of PHILIP Morris Ciga- 
rettes to your patients with sensitive throats. 
PUBLISHED STUDIES* SHOWED WHEN SMOKERS 
CHANGED TO PHILIP MORRIS SUBSTANTIALLY EVERY 
CASE OF THROAT IRRITATION DUE TO SMOKING 
CLEARED COMPLETELY, OR DEFINITELY IMPROVED. 
But naturally, no published tests, no matter 
how authoritative, can be as completely con- 


vincing as results you will observe for yourself. 


PHILIP MORRIS 


PHILIP MORRIS & CO., LTD., INC. 
119 FIFTH AVENUE, NEW YORK, N. Y. 


*Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154. 
Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60. 


) TO THE DOCTOR WHO SMOKES A PIPE: We suggest an unusually fine new blend— 
Country Doctor PrpE MIXTURE. Made by the same process as used in the manufacture of 
Philip Morris Cigarettes. 
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CAMP SUPPORTS for the OBESE PATIENT 


OBESE PATIENT: When standing erect, her anterior abdominal wall 
sagged down upon her thighs. 


Helping frail abdominal muscles hold the viscera and their intra- 
peritoneal masses of fat in a better position within the abdominal 
cavity requires not only excellent support but also a definite pro- 
cedure in applying the supporting garment. 


All Camp surgical fitters are taught that — 


Measurements must be taken firmly at the hips and loosely at the 
waist line with the patient in the supine position — 


The support must be fitted and applied in the supine position — 
The patient must be impressed with the necessity of lying down 
while putting on her support for daily wear. 


While essential weight reduction is in progress, Camp Supports — 
specially designed, properly applied and consistently worn — will 
relieve the discomfort and many of the symptoms from which the 
obese patient suffers. 


The unique Camp adjustment permits the utmost flexibility in fit- 
ting the individual patient and following prescription directions. 


S. H. CAMP and COMP ANY, Jackson, Mich. ¢ World's Largest Manufacturers of Scientific Supports 
Offices in NEW YORK * CHICAGO + WINDSOR, ONTARIO + LONDON, ENGLAND 


‘Vitamin 


Potency 


. You Can Depend On 


Mr. Doctor, you can minimize the chance of varying vitamin D 
potency when you suggest Page Evaporated Milk. Its sunshine 
vitamin is derived from biologically assayed irradiated 7-dehy- 
drocholesterol. This accurate measurement assures you of uni- 
form vitamin D potency in every can of milk. 


Irradiated 7-dehydrocholesterol gives you a source of this 
precious vitamin that has been tested and proved by modern 
science—a source which can be ac- 
curately controlled and measured. 


Next time you see the green and 
black Page label note that it speci- 


fies 400 USP units of vitamin D 
added per pint of evaporated milk. 
And remember: You can depend on 
this added vitamin D potency being 
the same in the can as stated on the 


label. 


Vitamin D 


VAPORATED, | 


: 
f 
NET wee yo F 
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Malpractice Counselors 


The field representatives, who serve our 
policy holders exclusively, know your pro- 
tective needs. 


Special training by our Law Department 
makes them efficient counselors on mal- 


practice problems, 


Through ability, training and experience 
they are specialists in their own right. 


Professional Protection 
Exclusively 


Gince 1899 


ORTIWAYNESNDIANA 


IME DIGSIAEROTEGTIVE 
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New Book 


For Doctors 


For Your Copy 
Send Coupon Below 


SUBJECTS 
Nephroptosis or Visceroptosis with Spondylarthritis Body Mechanics 
Symptoms Spondylolisthesis Lordosis—Kyphosis—Scoliosis 
Osteoporosis 
Antepartum-Postpartum Fractured Vertebrae 


Disc Protrusion 


Postoperative (Spinal, Abdominal, Lumbosacral or Sacroiliac Obesity 
Breasts) Disturbances Hernia (Inoperable) 


MAY WE SEND YOU BOOKLET? 
SPENCER, INCORPORATED 
The book is profusely illustrated—over sixty illus- [129 Derby Ave, bea moi 7, Conn. 
trations—picturing supports individually designed as In England: Spencer (Banbury) Ltd., canes Oxon. 
an aid to the doctor’s treatment. Subjects are clearly Please send me booklet, “How Spencer Supports 
defined to make the book a ready reference record. (fn The Doctor's Treatment. 


In this new book we have endeavored to save the 
doctor time by confining text to pertinent facts. 


.D. 

For a dealer in Spencer Supports look in telephone on M 
book for “Spencer corsetiere” or “Spencer Support Street 

\City & State L-10-46 


Shop” or write direct to us. 


SPENCER SUPPORTS 


Reg. U.S. Pat. , Abdomen, Back and Breasts 


- 
gpencet SUP 
ja The 
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\ or 
» 
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The twenty-fifth anniversary of the discovery of insulin 
was observed with a program at the University of Toronto 
on September 16, preceding the regular annual meeting of 


CLASSIFIED ADVERTISEMENTS 
CRUTCHES with tips, $1.89 pair postpaid. Braces made 


the American Diabetes Association. 


TRAOE MARK 


Surgical Supports 


COMPREHENSIVE STOCK 
FOR MEN AND WOMEN 


EXPERT FITTERS 
To Serve Your Patients 


THEW. E.ISLE co. 


ENTIRE SECOND FLOOR 
1121 GRAND AVENUE 
KANSAS CITY, MISSOURI 


VICTOR 2350 


repaired, altered. Prompt service. BOSWORTH BRACE 
SHOP, 416 N. Water, Wichita, Kansas. 


FOR SALE—Late model Spencer microscope, two eye- 
pieces and three objectives. Also a lot of surgical instru- 
ments. Write the Journal C-0-54. 


FOR SALE—Physician’s leather bags and pill cases; two 
metal examining tables; Tycos blood pressure outfit; Hal- 
stead mosquito forcep; two tonsil haemostats; one Sorenson 
suction; two nasal scissors; eyelid retractor; 10 haemostats; 
three speculums; two O.B. forceps; ether masks; needle 
holder; Ademtone; other instruments; instrument case. Write 
the Journal C-0-55. 


FOR SALE—Fixtures of eye, ear, nose and throat office, 
instruments and cabinet, ophthalmometer, surgical cha:r and 
table, head lamp, etc. Write the Journal C-0-57. 


FOR SALE—Examining chair and table, small table for 


supplies, surgical instruments, instrument cabinet, large elec- 
tric cautery, medicine cabinet, and a few smaller items. Write 


the Journal C-0-58. 


pharmaceuticals. 


R fine of laboratory controlled ethical pharmaceuticals. 
Chemists to the Medical Profession for 44 years. _ 
ZEMMER COMPANY © Qokland Station © PITTSBURGH 13, PA. 


Lattimore Laboratories 


TOPEKA, KANSAS 


J. L. Lattimore, M.D., Director 
A. C. Keith, B.S., Chemist 
H. C. Ebendorf, M.T., Serologist 


PATHOLOGY, SEROLOGY, CHEMISTRY, BACTERIOLOGY, 
HEMATOLOGY AND PARASITOLOGY 


Containers furnished upon request. 


OFFICES: 


El Dorado, Kan. Sedalia, Mo. McAlester, Okla. 


Topeka, Kan. 


Wilk 
) 
3: 
V 
THE | 
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Luzier’s Fine Cosmetics and Perfumes, As Advertised In 


Publications of the American Medical Association, are 


Distributed in Kansas by: 


C. B. BURBRIDGE, Divisional Distributor 
519-20 Continental Bank Building 


Lincoln, Nebraska 


DISTRICT DISTRIBUTORS. 


C. K. CHINN LAURA BELLE OLSON O. A. HASSUR 
324 North Rutan Capper Court Apts. Atchison, 

Wichita 8, Kan. Topeka, Kansas ' Kansas 

T. C. ENGLEBRIGHT JAMES L. ANDERSON VENA HAZELL 
Emporia, P. O. Box 519 P. O. Box 94 
Kansas Salina, Kansas Hutchinson, Kans. 


LOCAL DISTRIBUTORS 


BETTY GROSSHANS LUCILLE V. HAYS 
Warren Hotel 721 Lincoln Ave. 
Salina, Kansas Clay Center, Kans. 
NORA HUSKEY BEULAH CHINN 
433 S. Poplar 324 North Rutan 


Wichita, Kans. Wichita, Kansas 


3 
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THE TROWBRIDGE TRAINING SCHOOL 


Established 1917 
A HOME SCHOOL for NERVOUS and BACKWARD CHILDREN 
The Best in the West 


Beautiful Buildings and Spacious ds. E Unexcelled. Experienced Teachers. Personal Supervision given 
each Pupil. Resident Physician. a. Limited. Endorsed by Physicians and Educators. Pamphlet upon Request. 


1850 Bryant Building E. HAYDEN TROWBRIDGE, M.D. Kansas City, Mo. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


GOETZE NIEMER CO 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 
orders. 


DIAGNOSTIC CLINIC 


HUGH JETER, M.D., F-A.C.P., A.S.C.P. 
Associates and Consultants 
Complete 


CLINICAL AND LABORATORY 
i] Facilities 
Osler Building . . . . Oklahoma City . . . . . Phone 2-8274 


greater usefulness and convenience 


Designed by A-O scientists to meet the needs of leading eye, ear, nose, 
and throat specialists, the A-O Operating Lamp eliminates objectionable 
features of older lamps and incorporates engineering advancements of the 
past six years. 

Illumination from this new A-O Lamp is evenly distributed and of great 
intensity. The size of the spot of light is easily adjustable. At 14 inches 
an intense spot approximately 314 inches in diameter is obtained. 

Aluminum die castings and plastics are utilized in the streamlined 
modern construction for strength and lightness. The pistol-type grip 
and proper balance provide corvenience and ease in use. 

Change-over from hand-held io stand operation is easily accomplished 
through use of a socket molded into the pistol type handle. 

High efficiency lamps are usually difficult to ventilate properly, but the 
A-O lamp utilizes a special body design to combine maximum illumination 
with efficient heat dissipation and cooling. 

Your A-O Representative will be ied | to demonstrate this new lamp. 


- 
= 
« 


Cook County 
Graduate School of Medicine 


(In affiliation with COOK COUNTY HOSPITAL) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks Intensive Course in Surgical Tech- 
niques starting October 21 and November 18. 


Four Weeks Course in General Surgery starting Oc- 
tober 7 and November 4. 


One Week Course in Surgery of Colon & Rectum 
starting October 14 and November 25. 


One Week Course in Thoracic Surgery starting Oc- 
tober 21 and November 25. 
GYNECOLOGY—Two Weeks Course starting October 21. 
One Week Personal Course in ae Approach to 
Pelvic Surgery starting November 25. 


MEDICINE—Two Weeks Intensive Course starting Oc- 
tober 21. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN 
ALL BRANCHES OF MEDICINE, SURGERY 
AND THE SPECIALTIES. 


TEACHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 


Address: Registrar, 427 S. Honore Street, Chicago 12, Ill. 
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Taylor-Type Back Brace 
For 
Fracture of Vertebrae 


P. W. HANICKE MFG. CO. 
1013 McGee Street 
KANSAS CITY, MISSOURI 

Telephone Victor 4750 


FOR THIRTY-TWO YEARS IN THE SAME LOCATION 
The COLLECTION OF DEBTS has been OUR VOCATION. 


Most people are honest and DO want to pay. 
Our job is to show them a workable way 

To pay off their debts; re-establish their name; 
Build up their morale. It’s an interesting game. 
So whether your debtor’s in Kansas or France 


For constructive results call on DAVID MORANTZ. 


Morantz Mercantile Agency 


DAVID MORANTZ, Manager 


SECOND FLOOR, GROSSMAN BUILDING, KANSAS CITY, KANSAS 
Offering a Constructive, Dignified Collection Service 


REFERENCE: SECURITY NATIONAL BANK, 7TH AND MINNESOTA AVENUE, KANSAS CITY, KANSAS 
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—==DON’T GAMBLE! ! ! 
Select your business representative as carefully as you would your bank. 


You want and can expect quick and satisfying service from East Kansas’ 
finest and most progressive medical accounts recovery office. Every account 
insured by surety company. 


Call L.D. 2444, collect—we’ll send a representative any time you say. 


Write, or telephone collect. 


MEDICAL-DENTAL 
DIVISION 
ASSOCIATED CREDIT BUREAU 
SUITES 3-4, PALACE BLDG., EMPORIA L. D. PHONE 2444 


PAUL O. KRUEGER, Executive Director 
Try us and be convinced 


THE MARY E. POGUE SCHOOL 


For Retarded Children and Epileptic Children 


Children are grouped according to type and have their own separate departments. Separate build- 

ings for girls and boys. 

Large beautiful grounds. Five school rooms. Teachers are all college trained and have Teachers’ 

Certificates. 

Occupational Therapy. Speech Corrective Work. 

i School is only 26 miles west of Chicago. All west highways out of Chicago pass through or near 
eaton. 

Referring physicians may continue to supervise care and treatment of children placed in the School. 

You are invited to visit the School or send for catalogue. 


23 Geneva Road, Wheaton, IIl. Phone: Wheaton 319 


THE MAJOR CLINIC ASSOCIATION 
3100 EUCLID AVENUE KANSAS CITY, MISSOURI 
A Well Beautiful 
Equipped — 
ge, 
Nervous and Spacious P 
Mental Porches, 
Diseases and All Modern 
Alcohol Methods for 
Drug and oe 
Tobacco 
HERMON S. MAJOR, M.D. HERMON S. MAJOR, JR. 
Medical Director Business Manager 


=| 
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LANTERN SLIDES 


We are specializing in copying and 
producing Lantern Slides (2x2 or 
3\4x4) in Black and White, Tinted 
or Kodachrome from your own copy 
or other material. Prices on request. 


LYON PHOTO SERVICE 


HARPER LYON 


114 West 8th Topeka, Kansas 


Because DARICRAFT 


1, is EASILY DIGESTED 


2. has 400 U.S. P. Units of VITAMIN 
D per pint of evaporated milk. 


3. has HIGH FOOD VALUE 

4, has an IMPROVED FLAVOR 

5. is HOMOGENIZED 

6. is STERILIZED 

7. is from INSPECTED HERDS 

8. is SPECIALLY PROCESSED 

9. is UNIFORM 
10. will WHIP QUICKLY 
PRESCRIBED BY MANY DOCTORS 
..- You also may want to utilize Daricraft as 


a solution to your infant feeding problems, 
as well as in special diets for convalescents. 


PRODUCERS CREAMERY CO., SPRINGFIELD, MISSOURI 
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polw implies exposure, infection and a therapeutic 
need. MAPHARSEN* has filled the requirement for a relatively safe, 
antiluetic agent of unquestioned and proved efficacy in case 
after case, in country after country, in civilian life and for the 


military services, year in and year out—building an unmatched 


record of therapeutic performance. 


MAPHARSEN is one of a long line of Parke-Davis preparations 
whose service to the profession created a dependable symbol 


of significance in medical therapeutics—MEDICAMENTA VERA. 


A 


hydrochloride) in single dose ampoules of 0.04 Gm. Ri | 
and 0.06 Gm.; boxes of 10 ampoules. Multiple dose, % = 


e 
hospital size ampoule of 0.6 Gm. ° 


*Trademark Reg. U.S. Pat. Off. E R > 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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Old Way 


CURING RICKETS in the 
CLEFT of an ASH TREE 


R many centuries,—and apparently down to the \ 
present time, even in this country —ricketic chil- 
dren have been passed through a cleft ash tree to cure 
them of their rickets, and thenceforth a sympathetic 
relationship was supposed to exist between them and 
the tree. 
Frazer * states that the ordinary mode of effecting 
the cure is to split a young ash sapling longi- 7 i 
tudinally for a few feet and pass the child, naked, 4 
either three times or three times three through the rh \X 
fissure at sunrise. In the West of England, it is said 4 TWN 
the passage must be “against the sun.” As soon as at ' 
the ceremony is performed, the tree is bound tightly f\4 AN ae - 
up and the fissure plastered over with mud or clay. d\ ith ye j 
The belief is that just as the cleft in the tree will be \ 
healed, so the child's body will be healed, but that if | Fey \ es 
the rift in the tree remains open, the deformity in ‘/\ \\\ | ay 
the child will remain, too, and if the tree were to die, al wel A, 
the death of the child would surely follow. 


Selene It is ironical that the practice of attempting 
“Frazer, J. G.: The Golden Bough, vol. 1, New York, Macmillan & Co., 1923 to cure rickets by holding the child in the 


cleft of an ash tree was associated with the 
fising of the sun, the light of which we now 


New Way eee know is in itself one of Nature’s specifics, 


Preventing and Curing Rickets with 
MEAD’S OLEUM PERCOMORPHUM 


OWADAYS, the physician has at his command, Mead’s Oleum Perco- 
morphum, a Council-Accepted vitamin D product which actually prevents 
and cures rickets, when given in proper dosage. 


Like other specifics for other diseases, larger dosage may be required for 
extreme cases. It is safe to say that when used in the indicated dosage, Mead’s 
Oleum Percomorphum is a specific in almost all cases of rickets, regardless of 
degree and duration. 


Mead’s Oleum Percomorphum because of its high vitamins A and D content is 
also useful in deficiency conditions such as tetany, osteomalacia and xerophthalmia. 


COUNCIL-ACCEPTED: Oleum Percomorphum With Other Fish-Liver Oils and Vios- 
terol. Contains 60,000 vitamin A units and 8,500 vitamin D units per gram and is supplied 


in 10 c.c. and 50 c.c. bottles; and in bottles containing 50 and 250 capsules, 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 
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